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Adverse childhood experiences are associated with negative short- and long-term 
biological, psychological, and social consequences for youth, thereby posing a significant 
public health problem. While there is substantial evidence supporting treatments to 
address trauma and prevent the negative sequelae of trauma, far less attention has been 
devoted towards the pathway by which traumatized youth are able to access the needed 
treatments and services. Furthermore, there is a dearth of research considering how adult 
professionals outside of the traditional healthcare system who have contact with 
traumatized youth can serve as potential gatekeepers and support youth in accessing 
trauma-specific treatments and services. An examination of trauma-informed care (TIC) 
interventions that engage non-clinicians in becoming more aware of how to recognize 
trauma in youth and respond appropriately to youth that have experienced trauma may be 
a viable strategy for promoting the healing of traumatized youth.  
This study combines quantitative and in-depth, qualitative data to advance 
understanding of a TIC training intervention’s impact on improving organizational and 
provider capacity to recognize and respond appropriately to youth that have experienced 
trauma, and the contextual factors that may influence the proposed impact. In response to 
the Baltimore unrest in April 2015 and the heightened awareness of the high prevalence 
of trauma among Baltimore City youth, the Baltimore City Health Department (BCHD) 
in partnership with Behavioral Health System Baltimore, developed the Healing 
Baltimore initiative through a grant from the U.S. Substance Abuse and Mental Health 




for Trauma Informed Care. Part of the vision of the Healing Baltimore initiative was to 
have all frontline workers trained in TIC. The first two aims of this study draw upon data 
from pre-post surveys with providers in the training that were conducted at the beginning 
and the conclusion of the BCHD’s nine-month TIC training intervention. All three aims 
use qualitative data collected during the semi-structured interviews conducted shortly 
after the conclusion of the intervention. In Aim 1, we examined changes in trainees’ 
knowledge about trauma, attitudes towards individuals that have experienced trauma, and 
beliefs about capacity to respond appropriately to traumatized individuals. Aim 2 
evaluated changes in organizational and provider level factors associated with TIC 
implementation. Aim 3 involved the use of qualitative methods to explore the barriers 
and facilitators to providing trauma treatment or making referrals to trauma-specific 
treatments and services from the perspectives of providers.  
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1.1.1 Childhood Trauma is Common and has Negative Short- and Long-Term 
Outcomes  
Traumatic experiences in childhood, often referred to as adverse childhood 
experiences (ACEs), are common. ACES include physical, emotional, and sexual abuse; 
a substance-dependent parent; an incarcerated, mentally ill, or suicidal household 
member; spousal abuse between parents; and divorce or separation that meant one parent 
was absent during childhood. The seminal ACEs study (Anda, 2006) of insured, 
predominantly white, middle-class working adults (N=13,494) found that not only are 
childhood adversities common with at least 1 ACE reported by 64% of respondents, but 
in addition, 1 in 8 respondents endorsed 4 or more ACEs (Anda, 2006). The negative 
consequences of ACEs throughout the lifespan are well supported by the literature. 
School-age children may exhibit symptoms such as aggressive behavior, loss of ability to 
concentrate, and academic performance. Adolescents may display depression and social 
withdrawal, increased risk taking, and sleep and eating disturbances (Hamblen, 2001). 
Results from the ACES study demonstrated a significant dose-response relationship 
between the number of childhood trauma exposure, and high-risk behaviors (e.g., 
smoking, unprotected sex), chronic illness such as heart disease and cancer, and early 
death (Anda, 2006). Moreover, not only do ACEs contribute to greater symptom severity 
of mental, behavioral, and physical health problems (Spitzer, 2007), they also have been 




There are several potential mechanisms by which trauma translates into adverse 
outcomes. For example, the neurobiological consequences of early childhood trauma 
have been investigated. Normal neurobiological development and function is partly 
determined by the environment. The body’s immune system and stress response systems 
may not develop normally when a child grows up under exposure to constant or extreme 
stress. There is strong evidence supporting the enduring negative effects of traumatic 
childhood experiences on brain development, including disruption of neurotransmitters, 
causing escalation of the stress response (Heim, 2008; Heim, 2008a; Teicher, 2002). 
Allostasis is the term that has been used to describe the body’s attempt to balance itself in 
response to a series of stressors, resulting in the ongoing adjustment of its typical 
operating range or set points, including, in some cases, downregulation of the system to 
maintain internal stability (Evans, 2003). Physiological signs of the consequences of this 
downregulation include elevated blood pressure, cortisol, epinephrine, and 
norepinephrine; hyperactivity; and poor recovery from acute demand (McEwen, 1998). 
These chemical responses can negatively affect critical neural growth during sensitive 
periods of childhood development and can even lead to cell death.  
Later in the lifespan, when the child or adult is exposed to even ordinary levels of 
stress, the immune and stress response systems may automatically respond as if the 
individual is exposed to extreme stress. For example, an individual may experience rapid 
breathing or heart pounding, or may “shut down” entirely, which are adaptive responses 
when faced with a significant threat, but maladaptive in the context of normal stress 
(Shonkoff, 2011). Such impairments during a critical period in neurobiological 




and physical health. Stress-induced remodeling of neuronal structure and connectivity has 
been shown to alter behavioral and cognitive processes (Cook, 2005). For example, a 
child may struggle with emotional self-regulation and may lack impulse control or the 
ability to think through consequences before acting (Cook, 2005). Conversely, children 
who have experienced complex trauma often have difficulty identifying, expressing, and 
managing emotions, and may have limited language for feeling states, and as a result, 
experience significant depression and/or anxiety (Shonkoff, 2011). Moreover, as a 
defense mechanism, they may also automatically dissociate, or mentally separate 
themselves from a stressful situation, which can have adverse effects on learning, 
classroom behavior, and social interactions. Last, allostatic load, including heightened 
immune responses are known risk factors for major chronic diseases in adulthood 
including cardiovascular, respiratory and psychiatric diseases (McEwen, 1998).     
 
1.1.2 Limited Mental Health Resources for Individuals with a History of Childhood 
Trauma 
As noted earlier, the ACEs study was conducted with a study population 
consisting of insured, predominantly White, middle-class adults, and still found a high 
prevalence of ACEs and subsequent increase in chronic disease and mental and 
alcohol/substance use problems. These findings underscore the extensive biopsychosocial 
implications of ACEs for low-income youth of color who are chronically exposed to 
ACEs. These individuals often are not connected to the formal mental and behavioral 
health care system (SAMHSA, 2014). Thus, their trauma goes unaddressed, which 




disorders and chronic physical diseases (Felitti, 1998; Green, 2010). Studies of people in 
the juvenile and criminal justice system reveal high rates of mental/behavioral health 
problems and personal histories of trauma (Ford, 2013). 
The systems that provide services to children with both previous and ongoing 
ACEs are typically fragmented. Although public service agencies commonly overlap in 
the populations they serve, an integrated approach that promotes communication and 
collaboration across these agencies to enhance prevention and treatment of youth with a 
history of ACEs has been lacking. Additionally, the public institutions and service 
systems themselves can inadvertently contribute to the re-traumatization of affected 
youth. The use of coercive practices, such as seclusion and restraints in the behavioral 
health system, the abrupt removal of a child from an abusing family in the child welfare 
system, the harsh disciplinary practices in educational/school systems, and intimidating 
practices in the criminal justice system can be re-traumatizing for individuals who enter 
these systems (SAMHSA, 2014). In addition to enhanced integration of public services 
and supports, there is a need to train service providers how to recognize and respond to 
individuals in a way that does not re-traumatize youth and how to promote referrals of 
trauma-affected youth to the appropriate support systems to heal from trauma.  
 
1.2 Conceptual Framework and Approaches 
1.2.1 Implementation Science Frameworks  
Implementation science is a growing field that seeks to understand the process by 
which research gets translated from public health knowledge into practice (Fixsen, 2005). 




Aaron’s Exploration, Preparation, Implementation, Sustainment (EPIS) Model (Aarons, 
2011); Feldstein and Glasgow’s Practical, Robust Implementation, and Sustainability 
Model (PRISM; Feldstein, 2008); Glisson’s Availability, Responsiveness, Continuity 
(ARC) Organization Improvement model (Glisson, 2005); Damschroder’s Consolidated 
Framework for Implementation Research (CFIR; Damschroder, 2009); and Glasgow’s 
Reach, Effectiveness, Adoption, Implementation, Maintenance framework (RE-AIM; 
Glasgow, 1999). These frameworks have in common an emphasis on several factors that 
are predicted to influence successful implementation, including characteristics of the 
intervention, as well as contextual factors such as organizational and individual 
determinants of implementation. Relevant intervention characteristics include the 
feasibility and acceptability of the intervention. Feasibility includes the fit and 
practicability of an intervention in a given setting. Acceptability addresses whether the 
implementers and recipients, based on their knowledge of and/or direct experience with 
the intervention, perceive the intervention as agreeable, palatable, or satisfactory 
(Landsverk, 2012). Another relevant intervention factor is the issue of appropriateness, 
defined as the perceived relevance of the intervention for a given context (i.e. setting, 
user group) and/or its perceived relevance and capacity to address a particular issue 
(Proctor, 2012). Implementation research suggests several organizational factors can 
impact uptake of evidence-based intervention, including organizational culture, e.g., a 
pattern of shared assumptions, attitudes, and beliefs in an organization (Aarons, 2011; 
Damschroder, 2009; Glisson, 2005; Greenhalgh, 2004) and organizational climate, 
employees’ perceptions of management practices and procedures (James, 2008; 




organizations with cultures that are more supportive of employees are more effective in 
implementing changes in the organization, including new interventions.  
Implementation science literature has also highlighted individual-level factors 
reflecting the implementation climate and the organization’s readiness for change. These 
factors include change valence (Weiner, 2009), whether employees think the change 
being implemented is personally beneficial or worthwhile, and change efficacy (Weiner, 
2009), the degree to which employees think they are capable of implementing a change. 
Attitudes towards TIC intervention can be influenced by a number of organizational 
characteristics (i.e. culture and climate of an organization (Aarons, 2006), leadership 
(Aarons, 2007), and level of support (Klein, 2001) for the intervention that is provided by 
the organization) and provider level factors (i.e. attitudes and beliefs (Ajzen, 2005), self-
efficacy and support (Bandura, 1982). Thus, it is critical to assess not only the 
intervention itself, but also the context in which the intervention is delivered. In the 
current study, we drew from Aarons’ EPIS model with respect to distinguishing between 
provider- (i.e. individuals’ attitudes and beliefs) and organizational- (i.e. organization 
culture and climate) level factors that can support or hinder implementation of TIC 
policies and practices.  We also assessed additional factors associated with 
implementation success from Feldstein and Glasgow’s PRISM model, specifically the 
perceived compatibility and complexity of TIC to participants’ work, barriers of frontline 







1.2.2 Application of Mixed Methods  
Mixed methods entails the collection and analysis of both qualitative and 
quantitative data (Johnson, 2007). The use of mixed methods approaches to evaluate 
intervention implementation provides a nuanced perspective and insight into the factors 
influencing adoption of an intervention. The rationale for using mixed method designs in 
implementation research is that qualitative methods can explore and obtain depth of 
understanding as to the reasons for implementation success or failure or to identify 
strategies for facilitating implementation, while quantitative methods can test and 
confirm hypotheses based on an existing conceptual model and obtain breadth of 
understanding of predictors of successful implementation (Palinkas, 2011). Moreover, 
qualitative inquiry complements quantitative methods by providing detailed descriptions 
or narratives regarding the process of implementation, as well as participants’ perceptions 
and experiences in implementing an intervention (Creswell, 2011). Several mixed 
methods research designs have been used in health sciences research. This proposal 
applies a convergent mixed methods design wherein the intent is to merge concurrent 
quantitative and qualitative data and compare the two sets of data and results to address 
study aims and best understand participants’ experiences with an intervention (Dowding, 
2013).   
 
1.2.3 Trauma Response Pathway 
Children with complex trauma often end up in multiple child-serving systems 
(e.g., mental health, child welfare, education, juvenile justice) with needs that are both 




use different frameworks to understand children and have varying degrees of 
understanding of complex trauma (Taylor, 2005). Variations in knowledge and 
approaches can subsequently undermine services to youth with the result that youth with 
a background of complex trauma are at risk of being misunderstood, misdiagnosed, and 
subsequently, mistreated. Therefore, youth-serving agencies that work with youth 
populations that have a history of ACEs should collaborate to develop a common 
framework for assessment of complex trauma that can still work within the context of 
each particular agency.  
Figure 2 provides a framework for understanding where various youth-service 
agencies fit along the trajectory of a child facing trauma, to being connected to the 
appropriate service and support systems to facilitate recovery from trauma. The 
framework incorporates Bronfenbrenner’s ecological model that addresses the multiple 
levels of influence affecting youth development including the microsystem (individual), 
mesosystem (i.e. family, neighborhood, school), exosystem (i.e. community, 
friends/neighbors, extended family), and macrosystem (i.e. customs, laws, values; 
Bronfenbrenner, 1979). Such a comprehensive framework can improve communication 
across providers and caregivers, and ultimately, improve the care of the children and 
families entrusted to these systems (Taylor, 2005). The trauma response pathway informs 
the design of the proposed study by highlighting the key role of multiple providers who 
interact with trauma-affected youth. Moreover, this proposal draws on this framework by 
recognizing that not only do these agents serve as responders to youth who have faced 
trauma; they also serve as potential gatekeepers and/or links to TIC services and social 




1.2.4 Positive Youth Development 
Positive Youth Development (PYD) draws from the ecological and systems 
theories previously described and recognizes the importance of environmental influences 
in supporting healthy development in youth. From this framework, successful 
development is not viewed as the absence of risk factors, but as the presence of positive 
personal and contextual attributes that enable youth to reach their full potential as 
productive and engaged adults (Lerner, 2003). PYD focuses on protective factors (assets) 
and youth interaction with a multilayered, ecological web referred to as a person-context 
relationship (Lerner, 2005; Pittman, 2001). One of the core competencies in PYD that 
best characterize a psychologically well-adjusted youth is prosocial connectedness. 
Prosocial connectedness is used to describe youth affiliations across a range of 
socialization domains, including families, schools, and communities wherein youth 
perceive that they are cared for, acknowledged, trusted, and empowered (Guerra, 2008). 
Thus, PYD rejects the idea of focusing narrowly on individual pathology, and instead, 
emphasizes the role that social and community strengths and resources play in healthy 
child and adolescent development (Catalano, 2004; Damon, 2004).  
A literature review on populations served by the Administration on Children, 
Youth and Families (ACYF) who have faced childhood trauma found that caring adults 
beyond the nuclear family, such as older individuals in the community, as well as a 
caring community, are among the top ten protective factors across ACYF populations 
(ACYF, 2013). The presence of a caring adult is related to numerous positive outcomes 
for children and youth including greater resilience, lower stress, less likelihood of arrest, 




favorable health, and less suicidal ideation (Ahrens, 2008; Courtney, 2009; Drapeau, 
2007; Farineau, 2011; Geenen, 2007; Haight, 2009; Kirk, 2011; Osterling, 2006). This 
proposal draws on the PYD framework by examining how providers from youth-serving 
organizations can contribute to the healthy development of youth with a history of trauma 
by both recognizing the signs of trauma and by connecting youth to the appropriate 
treatment and support systems to heal from their experiences.  
 
1.3 Specific Aims 
Study Aim 1: To evaluate agency personnel participants’ subjective changes in 
knowledge about trauma, attitudes towards traumatized individuals, and beliefs in 
capacity to provide or make referrals to trauma services after completion of the nine-
month TIC training intervention and agency implementation of TIC policies and/or 
practices.  
Hypothesis 1A: There will be a significant increase in participants’ knowledge, positive 
attitudes, and positive beliefs upon completion of the training. 
 
Study Aim 2: To assess self-reported changes in organizational culture and provider-
level compassion satisfaction and fatigue of agency personnel after completion of a 
nine-month TIC intervention that included agency implementation of TIC policies and 
practices. 
Hypothesis 2A: There will be a significant improvement in organizational culture, 
significant increase in compassion satisfaction, and significant decrease in compassion 




Study Aim 3:  To obtain participants’ perspectives and to explore how participation in a 
nine-month, trauma-informed care intervention would influence participants’ and 
organizations’ capacity to refer traumatized youth to trauma-specific services. 
Study Aim 3A: To evaluate participants’ perspectives regarding factors external to 
intervention that could support or hinder traumatized youth from being able to access 
appropriate services. 
1.4 Overview of Chapters 
1.4.1 Chapter 2 overview 
Chapter 2 introduces the reader to the Baltimore City Health Department’s (BCHD) nine 
month, trauma-informed care (TIC) training intervention and mixed methods study that 
was conducted concurrently with the intervention. All 90 participants in the intervention 
were eligible to participate in the study; comprehensive recruitment efforts yielded a 
sample of 88 study participants. Self-report questionnaires were completed by 
participants at the beginning (October 2015) and at the conclusion (June 2016) of the 
intervention. A subsample of study participants (n=16) were recruited for semi-structured 
interviews, which were conducted shortly after the conclusion of the intervention (July-
August 2016). 
Data from both the pre-post surveys and semi-structured interviews were analyzed to 
address Aim 1. This study examined changes in knowledge about trauma, attitudes 
towards traumatized individuals, and beliefs about one’s capacity to provide TIC services 
in response to the intervention. Paired t-tests were conducted to examine if there were 




beliefs about TIC at the beginning and conclusion of the nine-month intervention 
training. For the qualitative data, the constant comparative method was used to develop 
themes related to what participants found useful about the training and what 
improvements to the training they would propose. 
The study presented in Chapter 2 is under review at American Journal of 
Orthopsychiatry. 
1.4.2 Chapter 3 overview 
The study presented in Chapter 3 evaluates changes in provider-and organizational-level 
factors associated with TIC implementation using the quantitative and qualitative data 
described in the Chapter 2 overview. Paired t-tests were used to examine whether there 
would be a significant change in organizational factors (i.e. safety climate and morale, 
work environment factors such as managerial support, and team factors such as teamwork 
climate and collaboration) and provider level factors (i.e. compassion satisfaction, 
burnout, and secondary traumatic stress) upon completion of the intervention. The 
constant comparative method was used to develop conceptualizations about responses 
related to how the intervention influenced participants’ organizational culture and 
climate, with additional attention to the impact on organizational safety. 






1.4.3 Chapter 4 overview 
Chapter 4 addressed Aim 3 using qualitative data from the semi-structured interviews 
described under the Chapter 2 Overview. Sixteen participants from the training 
intervention were interviewed; the majority came from the social services sector (75.0%), 
while other participants came from law enforcement (12.5%) and other government 
agencies (12.5%). The qualitative approach of this study allowed for an understanding of 
the contextual factors associated with referrals from the perspectives of intervention 
participants. The constant comparative method was applied to examine how the 
intervention influenced participants’ organizational capacity to provide treatment to 
traumatized youth or to make referrals to trauma-related services, as well as perceived 
barriers and facilitators to traumatized youth being able to access services. 
The study presented in Chapter 4 is under review at Children and Youth Services 
Review. 
1.4.4 Chapter 5 overview 
Chapter 5 highlights key findings from each chapter, summarizes study strengths and 
limitations, and discusses the public health implications of this research on policy and 
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CHAPTER 2. A MIXED METHODS ASSESSMENT OF THE USEFULNESS OF 






Youth exposure to trauma is a highly prevalent public health problem in the United 
States, particularly in urban cities. Although trauma-informed care (TIC) training of 
service providers to address this challenge is increasing nationwide, we lack empirical 
evidence regarding the feasibility and acceptability of cross-organizational TIC training, 
including perspectives of training participants. The purpose of our study was to evaluate 
participating service personnel self-reported changes in knowledge about trauma, 
attitudes towards traumatized individuals, and beliefs in capacity to provide or make 
referrals to trauma services after completion of the TIC intervention. Intervention 
participants completed a pre-post quantitative survey assessing TIC-related knowledge, 
attitudes, and beliefs. A subset of participants were recruited and interviewed using a 
semi-structured interview format. Mixed methods were used to evaluate the 
intervention’s impact on participants’ knowledge about trauma, and to understand 
participants’ experience in the training. Quantitative results revealed significant 
improvements in TIC-related knowledge and attitudes. Five themes emerged in 
interviews with participants regarding the usefulness of the intervention; namely, a 
valuable framework for understanding TIC, useful lessons learned from other 
participants, need for outreach to upper-level management, a lack of real-life 




feasibility and acceptability of the intervention as a starting point for enhancing service 








Approximately one quarter of youth in the U.S. have experienced two or more 
traumatic events, with even higher rates for youth in urban areas like Baltimore City 
(30.7%) (HHS, 2014). Service professionals who interact with youth—including school 
staff, social workers, and law enforcement—can serve as potential gatekeepers of trauma 
services. However, many service professionals are ill prepared to identify traumatized 
youth or to refer youth to treatment since addressing trauma in youth has not typically 
been part of their occupation (Taylor, 2005). 
One promising approach to promoting referral of youth with a history of trauma 
to appropriate trauma service and support systems, and thereby improving mental and 
physical health outcomes, is educating youth service providers in trauma-informed care. 
Trauma-informed care (TIC) is a strengths-based service delivery approach grounded in 
an understanding of and responsiveness to the impact of trauma that emphasizes physical, 
psychological, and emotional safety for both providers and survivors, and that creates 
opportunities for survivors to rebuild a sense of control and empowerment (Hopper, 
2010).  
Availability of TIC trainings is improving, but more information is needed about 
feasible and acceptable training approaches and evidence for feasibility and acceptability.  
First, many interventions focus on training one service sector, particularly the child 
welfare system (Taylor, 2005; Kramer, 2012; McMahon-Howard, 2013; Nicola, 2013; 
Fraser, 2014; Lang, 2016; Suzanne, 2016). Training focused on one service sector does 
not provide opportunities for cross-sector collaboration with other fields such as 




with traumatized youth. As a result, professionals in each system may use different 
frameworks to understand children and may have varying degrees of understanding of 
complex trauma (Taylor, 2005). Variations in knowledge and approaches can 
subsequently undermine services to youth, as youth with a background of complex 
trauma are at risk of being misunderstood, misdiagnosed, and inadequately treated.  
Second, few assessments and related peer-reviewed publications of TIC trainings include 
professionals outside the child welfare system (Holmes, 2015; Anderson, 2015; Perry, 
2016). 
After the Baltimore unrest in April 2015, the Baltimore City Health Department, 
together with its quasi-governmental partner Behavioral Health System Baltimore, 
developed the Healing Baltimore initiative with support from the U.S. Substance Abuse 
and Mental Health Services Administration (SAMHSA) Center for Mental Health 
Services, National Center for Trauma Informed Care.  An important commitment to 
Healing Baltimore was the pledge by former Baltimore City Mayor Stephanie Rawlings-
Blake in July 2015 to have all frontline city workers trained in TIC, making Baltimore the 
first U.S. city aiming to provide TIC training for all government employees.  
 
2.1.1 Pilot Study 
A post-training survey was administered to 957 participants of an introductory 
TIC didactic training session in Baltimore City through funding provided by the 
SAMHSA Center for Mental Health Services. The one day training session provided 
participants with a general overview of trauma, including the signs and symptoms of 




individual’s cognitive and behavioral development. Four types of agencies participated: 
government social services, government health and education, other government 
agencies, including law enforcement, and nonprofit organizations. All agencies invited to 
the first phase of the Healing Baltimore initiative were responsive and attended the 
training, and preliminary data suggest the training was positively received by training 
participants who completed surveys. Findings from the post-training survey suggested 
that one of the key takeaways from the pilot program was identification of client-oriented 
solutions, specifically strengths-based approaches, as a feasible starting point for 
providing trauma-informed services. The majority of government workers, including 
those without a mental health and/or social work background (i.e. police officers, 
311/911 operators) reported having learned from the training and having motivations to 
apply lessons learned towards their work with youth and families at their respective 
agencies. Preliminary results were used by BCHD staff to guide the development of a 
more comprehensive 9-month intervention, which is the focus of the current study. 
 
2.1.2 Training Intervention 
Agencies that participated in the initial introductory TIC didactic training were 
invited to participate in the second half of the initiative, a nine-month implementation 
training program facilitated by consultants identified by SAMHSA’s NCTIC who have 
expertise in TIC implementation.  All the agencies that participated in the introductory 
didactic training were also represented in the implementation training stage of the 
initiative.  Participants in the nine-month intervention were identified by their respective 




consultants provided an initial two-day training (Oct 2015) reviewing key points from the 
introductory TIC didactic, with a majority of the training dedicated to technical assistance 
to participant agencies in implementing the six TIC principles outlined by SAMHSA 
(described below). Upon completion of the initial two-day training, participants reached 
consensus with others from their respective agencies and on behalf of the agency they 
represented, signed a joint Memorandum of Understanding (MOU) with BCHD and 
BHSB. The MOU delineated expectations of full participation and commitment to full 
implementation of three changes to policies and/or practices that are trauma-informed by 
the end of the training program (Jun 2016). The MOU also included agencies’ 
commitment to continuing to implement trauma-informed approaches beyond the nine-
month implementation training program.  
Although SAMHSA allocated a significant amount of funding and resources 
towards TIC training nationwide, no formal evaluation of this intervention has been 
conducted. Thus, we lack empirical evidence regarding the feasibility and acceptability of 
cross-organizational TIC training, including improvement of participants’ knowledge and 
attitudes, or the perspectives of training participants.  Our study goals were twofold.  
First, we evaluated agency personnel self-reported changes in knowledge about trauma, 
attitudes towards traumatized individuals, and beliefs in capacity to provide or make 
referrals to trauma services after completion of the nine-month TIC intervention and 
agency implementation of TIC policies and practices.  Based on a priori knowledge about 
TIC trainings (Taylor, 2005; Kramer, 2012; McMahon-Howard, 2013; Fraser, 2014; 




participants’ knowledge, positive attitudes, and positive beliefs upon completion of the 
training.  
Second, our study obtained participants’ perspective of the training grounded in a 
sequential explanatory mixed methods design (Gallo, 2016).  Quantitative studies on the 
usefulness of TIC training -- specifically the impact of training on participants’ TIC-
related knowledge, attitudes, and beliefs -- employ established standards for measuring 
these domains (Fallot & Harris, 2006). However, quantitative data may miss contextual 
detail regarding the impact of the training on participants, or how the training might be 
improved.  Qualitative methods complement quantitative methods by providing detailed 
descriptions or narratives regarding the impact of the training, including trainees’ 
perceptions and experiences in participating in the intervention (Creswell, 2011).  By 
applying a mixed methods approach to evaluating the training intervention, we aimed to 
gain a better understanding of participants’ experiences with the training and how the 
training could be improved (Dowding, 2013). 
 
2.2 Methods 
2.2.1 Pre-post design 
Data came from pre- and post-surveys administered by BCHD and BHSB staff at 
the beginning (October 2015) and at the conclusion (June 2016) of the nine-month 
implementation training. The pre- and post-surveys were administered to Baltimore City 
government agency and nonprofit professionals (N=90).  An online version of the survey 
was administered to participants not present at either the first or last training of the 




agencies, and agreed to participate for the entire duration of the intervention.  Participants 
were compensated for their time and participation by their respective agencies.  
 
2.2.2 Semi-structured interviews 
Semi-structured interviews were conducted two months following the intervention 
with a subset of participants in the intervention.  Participants for the semi-structured 
interviews were recruited using direct contact and word-of-mouth. Participants from Law 
Enforcement and Social Services were specifically targeted during recruitment for the 
interviews.  Group interviews with BCHD, BHSB, SAMHSA collaborators, and 
participating agencies suggested that Law Enforcement and Social Services greatly 
differed on several factors, including openness and readiness to adopt TIC policies and 
practices. In preliminary studies of the BCHD TIC training initiative (Damian, 2015), 
participants from Social Service sectors reported prior exposure to TIC training whereas 
Law Enforcement participants reported a lack of opportunities to learn about TIC 
principles in their field. Thus, we anticipated that interviews with key informants from 
Law Enforcement and Social Services, two distinctly different sectors with significant 
interactions with Baltimore City youth, would provide rich perspectives on the effects of 
the current TIC training. BCHD and BHSB staff members overseeing the TIC 
intervention described the study to all trainees who met the inclusion criteria, asked them 
if they were interested in learning more about the study, and shared the contact 
information of trainees with the research team.  The research team member explained the 
study, clarified questions about the study’s intent and human participant protection, and 




identifying information was removed in the transcription process.  The Institutional 
Review Board at the Johns Hopkins Bloomberg School of Public Health approved all 
study procedures. 
 
2.2.3 Measurement strategy 
This study focuses on a subset of measures from the pre-post surveys regarding 
changes in knowledge, beliefs, and attitudes in response to the intervention (Fallot & 
Harris, 2006). 
Trauma-Informed Knowledge, Attitudes and Beliefs of Providers Scale. 
Knowledge about trauma, attitudes towards traumatized individuals, and beliefs about 
one’s capacity to provide trauma-informed care services were assessed with a 38-item 
self-report scale adapted from the Trauma-Informed Self-Assessment designed by the 
National Center on Family Homelessness and the Institute of Health Recovery (Fallot & 
Harris, 2006), both of which work with similar populations as the ones served by the 
BCHD TIC training participants.  Questions addressing participants’ beliefs about their 
capacity to provide trauma-informed care services were based on the six trauma-informed 
care principles outlined by SAMHSA: 1) Safety, 2) Trustworthiness and Transparency, 3) 
Peer Support, 4) Collaboration and Mutuality, 5) Empowerment, Voice, and Choice, and 
6) Cultural, Historical and Gender Issues (See Table 2).  Participants responded to all 
items using a Likert scale anchored with 1 (strongly disagree) to 5 (strongly agree).  
Reliabilities for the subscales were as follows: knowledge (Cronbach’s alpha =.82), 
attitudes (Cronbach’s alpha =.82), and beliefs (Cronbach’s alpha =.89). Although this 




and beliefs by the National Child Traumatic Stress Network (NCTSN), neither the 
reliability coefficients nor the use of this assessment has been reported elsewhere in the 
literature.  For each of the scales, a mean score was computed such that higher scores 
indicated greater knowledge about trauma and more favorable attitudes and beliefs. 
Other covariates. BCHD staff also administered a brief form to gather 
information about sociodemographic characteristics such as organization affiliation (i.e., 
government law enforcement, government social services, government health education 
and nonprofit), race/ethnicity (African-American, White, Latino, Asian or Pacific 
Islander, Other), gender, age (18-34, 35-44, 45-54, > 55), educational attainment (high 
school, some college, college, graduate degree), role at agency/organization (direct 
service, management/administration), years in current position (< 1 year,1-5 years, 6-10 
years, 11+ years), native of Baltimore City (yes/no), and participation in any prior TIC 
training (yes/no). 
 
2.2.4 Interview strategy 
The semi-structured interview guide covered four domains based on discussions 
with key informants (i.e. BCHD staff, SAMHSA training developers) and data from the 
pilot study described earlier that indicated what was of greatest importance to TIC 
training participants: 1) Usefulness of training, 2) General impact of training on 
organizational culture and climate, 3) Specific impact of training on organizational 
culture of safety, and 4) Impact of training on referrals of traumatize individuals.  In this 





2.2.5 Analysis strategy 
Data were inspected and cleaned for any data entry errors and outliers prior to 
undertaking any analyses.  Multiple imputation via Chained Equations (van Burren, 
1999) was applied to missing data (>5% of values are missing). Paired t-tests were 
conducted to examine if there were any significant differences in mean scores of 
participants’ knowledge, attitudes, and beliefs about TIC at the beginning and conclusion 
of the 9-month intervention training. Multiple regression analysis was employed to adjust 
for the potential confounding effects of the demographic variables noted earlier in this 
paper on the relationship between pre-post mean scores on knowledge, attitudes, and 
beliefs scale. STATA 13.0 was used for all statistical analyses.  
 For the qualitative data, we used the constant comparative method, moving 
iteratively beyond codes and text to derive themes related to what participants thought 
about the training. Originally developed for use in the grounded theory method of Glaser 
and Strauss (Glaser & Strauss, 1967), the constant comparative method involves taking 
one piece of data, such as a theme, and comparing it to the rest of the data to develop 
conceptualizations of the possible relations between various pieces of data (Wittink, 
2006). Here we focused our attention on responses related to what participants found 
useful about the training and what improvements to the training they would propose. 
 
2.3 Results 
2.3.1 Sample characteristics 
Of the 90 pre-survey respondents, we excluded 2 (2.2%) who only completed the 




the demographics of the analytic sample (N=88). The mean age of study participants was 
43.0 years (standard deviation: 13.6) and most were women and African American. Most 
participants had at least a college degree and had previously participated in some form of 
trauma-informed care training. The sample for the semi-structured interviews (n=16) 
relied on participants who volunteered to be interviewed in depth. Of the participants that 
were interviewed, the majority were African-American (81.3%) and female (87.5%). 
Most interviewees were from the social services sector (75.0%), while other participants 
came from law enforcement (12.5%) and other government agencies (12.5%). 
 
2.3.2 Changes in knowledge, attitudes and beliefs about TIC 
A paired-samples t-test was conducted to compare post-training intervention 
scores on the quantitative survey to baseline scores (Table 3).  The improvement in the 
pre/post training mean scores for knowledge about trauma and trauma-informed care 
principles (M=3.19, SD=6.68; p<0.001), as well as attitudes towards trauma survivors 
(M=1.60, SD=5.67; p<0.01), were significant. However, the difference in the pre/post 
training scores for beliefs about capacity to provide TIC was not statistically significant 
(M=2.74, SD=25.25; p>0.05).  
 
2.3.3 What the participants said about the training 
 Open-ended items focused on perceived usefulness of training. Several themes 
emerged from careful review of the transcripts. We described five major themes (Table 4) 
selected for relevance to the main topics covered in the intervention. Two themes 




(reported by 44% of participants) and hearing other organizations discuss their practices, 
struggles, and challenges (reported by 13%). In several of the transcripts, participants 
expressed a belief in the value of the SAMHSA framework in providing a well-defined, 
concrete framework to support participants’ understanding of trauma and TIC. Other 
participants expanded on the utility of the framework of going beyond “soft” aspects of 
trauma and TIC, to understand the etiology of trauma, how trauma affects people’s 
perceived self-efficacy, and whether they have the will power to do something. 
Moreover, for other participants, the scientific findings regarding trauma and its 
consequences also provided credibility to participants’ own traumatic experiences. 
Additionally, participants found it useful to participate in a training with multiple 
agencies from different sectors and as a result, see how the same strategies for TIC were 
being implemented across diverse work environments. 
  The themes regarding what was not useful in the training were consistent with 
survey findings on participants’ beliefs about one’s capacity to provide trauma-informed 
care services. The themes on why the training was not useful include lack of participation 
from upper-level management (reported by 19%), the intervention not having a whole lot 
of real-life applicability (reported by 31%), and the intervention did not provide next 
steps (reported by 31%). Some participants were frustrated because although they found 
the information very useful, without the policy makers and higher administration 
receiving training, no substantial change could be implemented or sustained. Several 
participants also expressed that the training was too broad and did not provide more 
concrete techniques tailored to their workplace. Participants expressed difficulty in 




training covered various examples of successful TIC implementation, some participants 
still expressed uncertainty about plans post-training, particularly what TIC 
implementation looks like at their respective agencies. 
 
2.4 Discussion 
Our study highlights the changes that occurred among government and nonprofit 
service personnel (i.e., Health and Education, Law Enforcement, Social Services) who 
participated in a nine-month TIC implementation training and learning collaborative. The 
findings suggest that the intervention is a viable means of increasing participants’ 
knowledge about trauma and trauma-informed care principles, as well as improving their 
attitudes towards individuals who have a history of trauma. More specifically, the 
training intervention enriched participants’ understanding of the signs of trauma, and the 
short- and long-term biological, psychological, and social consequences of trauma.  
While change in beliefs about capacity to provide TIC was in a favorable direction, the 
pre- and post- scores were not significantly different from one another.  Open-ended 
interviews with a sample of participants suggested that beliefs about capacity to deliver 
or refer for TIC did not change because participants were not empowered to make 
organizational change.  While they discussed the value of the SAMHSA framework for 
understanding TIC and benefitted from hearing the perspectives of other participants, the 
need for management involvement, for real-life applications, and for training that 
provides concrete steps to take in the workplace was evident.   
Before discussing the implications of the study for the field, the limitations 




intervention effects. Recruitment of a comparison group for this study was not feasible 
since all City agencies participated in the TIC initiative and identifying comparison 
individuals at the participants’ respective agencies was beyond our funding and timeline 
constraints. Second, the participants in the intervention were recruited by their respective 
agencies; therefore, their responses and any observed changes may not be representative 
of the other personnel at those agencies.  Third, uniform criteria for selecting participants 
were not established across agencies because each participating agency decided for itself 
which members of its workforce would participate in the training intervention. Fourth, 
the measures relied on participants’ self-report, which is subject to socially desirable 
responding. Fifth, the study was underpowered to detect and compare differences in 
treatment effects among the different service sectors represented in the current study. 
Although an item on participants’ agency/organizational affiliation was included in the 
survey, only 25% of respondents answered this item. As the need for TIC receives greater 
attention, and more resources are subsequently allocated to train personnel outside the 
traditional healthcare system in TIC, future evaluation studies can be conducted to test 
differences in outcomes.  Last, while the participants in the semi-structured interviews 
may not be representative of the intervention participants, the purpose of the open-ended 
interviews were exploratory, striving for depth of understanding and not 
representativeness.         
 Limitations notwithstanding, our mixed methods study shows that a training 
program can improve knowledge and attitudes towards TIC in a city-wide intervention, 
and points the way to how training can be improved.  Our study also highlights the 




experienced trauma, and the perceived capacity to establish a therapeutic relationship 
with trauma survivors or to refer them to appropriate trauma recovery and treatment 
services in the community. Certain subgroups within the sample may have experienced a 
significant improvement in beliefs about their capacity to provide TIC; however, the 
current study is underpowered to detect such an effect.  
Our integrated, mixed methods design allowed us to use information derived from 
the semi-structured interviews to explain the data observed in the pre-post surveys and to 
point the way to improved training.  The first theme regarding the utility of the TIC 
framework for understanding trauma was consistent with significant changes in 
participants’ knowledge about trauma and attitudes towards traumatized individuals. The 
framework allowed participants to recognize the signs of trauma and unpack the 
biological, psychological, and social consequences of trauma throughout the life course 
of affected individuals. Additionally, the framework also helped participants see youth 
and families in the context of the trauma that these populations have faced. In other 
words, the framework not only helped participants be more trauma-informed by better 
understanding the impact of trauma on the youth and families they serve; it also allowed 
participants to be more trauma-informed by developing more empathy towards 
traumatized individuals.  
The themes regarding the intervention’s lack of real-life applicability and not 
providing the next step were consistent with the quantitative findings of no significant 
changes in participants’ beliefs in their capacity to either provide or make referrals to 
trauma services. The quantitative survey items asked about participants’ familiarity with 




structured interviews reinforced quantitative findings regarding the uncertainty of how to 
connect what was learned during the intervention to their respective workplaces and daily 
interactions with traumatized youth and families. Thus, although the quantitative and 
qualitative results were consistent in suggesting that participants have improved their 
ability to recognize trauma and to empathize with traumatized individuals, the data also 
showed that participants still experience challenges in their capacity to respond 
adequately to the needs of youth and families that have experienced trauma.  
The lack of significant changes in participants’ beliefs in their capacity to either 
provide or make referrals to trauma services could also be related to the theme of not 
having upper-level management present during the intervention. Qualitative responses 
regarding the lack of leadership buy-in could explain why no significant changes in 
participants’ beliefs in their capacity to either provide or make referrals to trauma 
services was observed in the quantitative data. Moreover, the qualitative data provided 
additional information not otherwise gleaned from the survey results alone. For example, 
the second theme on the usefulness of attending the training with other organizations 
highlighted the value of the cross-sector design of the intervention. As described in the 
beginning of this paper, the designers of the intervention were intentional about breaking 
down silos and bringing together providers from different sectors. Based on the 
qualitative data, the participants appeared to be in agreement with the intervention 
designers and found value in communicating with and learning from providers from other 
sectors. Not only did the cross-sector design of the intervention allow participants to learn 
about shared challenges; it also allowed participants who were less familiar with trauma 




already begun taking steps to implementing TIC policies and practices in their own 
organizations. The current study has several research, practice, and policy implications. 
Change takes time; it is possible that participants need more time to connect the dots, 
process the lessons learned from the intervention, and implement what was covered in the 
intervention at their respective workplaces. Therefore, future longitudinal studies should 
examine participants’ perceived usefulness of the training over time. Conversely, 
longitudinal studies can also assess whether participants continue to retain knowledge 
about trauma and TIC and hold positive attitudes towards traumatized individuals over 
time. Future studies can also examine potential positive spillover effects of the 
intervention on the knowledge, attitudes, and beliefs of participants’ colleagues who did 
not attend the training. In terms of implications on practice, the study supports the 
feasibility and acceptability of the intervention. However, the data suggests that the 
intervention should be treated as a starting point. Booster sessions can help sustain 
interest and improve capacity to better recognize and address TIC. Additionally, more 
work has to be done to engage upper-level management. One option is to provide grants 
that incentivize agencies/organizations’ leadership to participate in TIC trainings.  
Additionally, restructuring the intervention to meet the specific needs of different 
organizations should also be considered. The cross-sector, multi-agency design of the 
intervention was well received by participants. However, given both timeline and 
financial constraints, designers of the intervention should consider including breakout 
groups by sector in future iterations of the intervention. Breakout groups may provide 
participants with the space and time to discuss applications of the intervention and 




this study highlights the importance of political leadership as implementation of the 
intervention was a joint effort by leadership from the Baltimore City Health Department 
and the Mayor’s Office. Leadership from both these agencies successfully brought 
together individuals from different sectors, including providers outside the traditional 
healthcare system, which these individual entities would not be able to do on their own. 
Successful citywide, cross-sector engagement in a public health intervention requires 
funding. As noted in the beginning of this paper, the intervention described here was 
made possible by a SAMHSA grant. Additional federal funding is required to promote 
the sustainability and expansion of TIC across Baltimore. In doing so, federal funding 
can help Baltimore move forward in becoming a trauma-informed city and subsequently, 
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Table 2.1 Demographics of Analytical Sample in Baltimore City Health Department’s 
Trauma-Informed Care Training Intervention (N=88).  
(Data from pre-post surveys administered during Baltimore City Health Department’s 
TIC Intervention.) 
Characteristics Total * 
N (%) 
Age, in years  
Less than 35 26 (44.8) 
35-44 14 (24.1) 
45-54 10 (17.4) 
55 or more   8 (13.8) 
Gender  
Male 22 (25.3) 
Female 65 (74.1) 
Race/Ethnicity  
African-American or Black 60 (71.4) 
White 21 (25.0) 
Latino 1 (1.2) 
Asian or Pacific Islander 1 (1.2) 
Other 1 (1.2) 
Highest level of education completed  
High school   5 (6.76) 
Some college 12 (16.2) 
College 20 (27.0) 
Graduate degree 37 (50.0) 
Role at agency/organization  
Direct service (Frontline) 39 (44.3) 
Management/Administration 49 (55.7) 
Years in current position  
Less than a year 18 (20.7) 
1-5 years 37 (42.5) 
6-10 years 14 (16.1) 
11+ years 18 (20.7) 
Baltimore City native  
Yes 37 (43.0) 
No 49 (57.0) 
Participated in any prior trauma-informed care training  
Yes 51 (60.0) 
No 34 (40.0) 





Table 2.2 Pairwise Comparisons of Pre-Post Changes in TIC Knowledge, Attitudes, and 
Beliefs.  (Data from pre-post surveys administered during Baltimore City Health 





















1.60 (5.67)** 0.40 2.80 
TIC Beliefs 86.05 (18.18) 
88.78 
(18.36) 









Table 2.3 Themes of intervention usefulness identified through qualitative analysis of 
participant interviews (n = 16). 
 
Theme Sample quotes 




When you're being told ‘this is trauma-informed,’ it’s a soft (term) 
and abstract.  People need something very concrete and a well-
defined framework and I think that is what was provided in the 
trainings. [social services #1] 
I found that very helpful as far as discussing trauma and being 
cognizant about trauma and being reflected on the children so 
from the parent’s standpoint. And just learning about different 
tactics of calming the person down, realizing that they have 
trauma. [social services #4] 
I thought it was really helpful for me now working with this 
population and I understood that a lot of them had trauma and to 
really talk about the fight or flight, where they're living in their 
brain. Now I kind of read a lot of information and articles that 
come out about that and it really has helped me a lot just to put 
those pieces together about the trauma brain. [social services #10] 
(The training) lent credibility to my own work-related and 
personal experience at that time…in the understanding of how 
trauma affects the primitive brain and the physiology of it. [law 
enforcement #1] 
 I found the hard data and the research a very helpful foundation. I 
think it was very helpful and productive to present what trauma 
does to the brain.  For example, when the amygdala is activated, 
you’re not going to be able to have a rational conversation. [law 
enforcement #2] 
 The part in knowing how the brain works. It was still useful. 
[parks and rec #1] 
 The training made me understand that something happened to 
them that probably made them feel or way the way that they are 
acting, learning how to understand people, and why they act or 








I found it most useful to hear other people share the same 
challenges that we have. You know, the same frustrations, the 
same commitment to being trauma-informed, yet how challenging 
that can be. [social services #2] 
It was helpful that there were other agencies there. So it wasn’t 
just from one perspective. I was able to see how other people are 




siting listening to different perspectives, I found that helpful. 
[social services #8] 
There has to be 




That was frustrating was to realize that this is my life work and so 
to find that the people that needed to be in the room weren't really 
in the room with me was a little frustrating because we have your 
front line people, your direct care people, and even your middle 
management people, but you really didn't have the upper-level 
administrative leadership in the room and the buy in. My concern 
was that this is going to be another one of those types of trainings 
that you go in and then nothing really changes. [social services 
#1] 
I don't know what the incentive is for them (upper-level 
leadership) to do this is so I think that the buy in for them is 
important and the recognition that this is where the Federal 
government is wanting to go in terms of operations and strategies 
and treatment modalities and program modality... I don't think 
people really realize that this is significant. [social services #8] 
I think if there’s some way they (the trainers) could have some 
kind of outreach to, you know, training or specifically for heads of 
organizations. You know, rather than relying on like a case 
manager to convince the upper administration. [social services 
#12] 
It didn’t have a 
whole lot of real-
life applicability 
 
I think that the training introduces the concept of trauma and 
provides a framework, but it does not provide the techniques in 
the intervention.  That is my goal, to come alongside 
organizations and integrate some of these techniques and 
interventions in their daily practices. [social services #1]  
I think the portions that I didn’t find useful weren’t applicable to 
our current caseload. We have all this great info but how do we 
use it within the context of what our job is because we are not 
therapists. Some of my case managers have degrees in education 
and decided to become case managers. But they are not clinicians 
and I can’t expect them to be clinicians. And I think it would cause 
more harm to have someone who is not really clinically trained 
and have them provide trauma informed care and treatment. 
[social services #4] 
You have to make a decision about how you are going to make 
everybody safe and resolve the situation. So, I think probably 
screening and assessment services are not going to be applicable 
to the police department right now. Instead of doing the larger, 
more random group activities, maybe group us in groups that are 
correlated to what we do. Maybe have a group that deals with 
youth, and then a group that deals with mothers and children… 




how each topic would apply in a real-life situation. [law 
enforcement #1] 
I guess a shortcoming was the broadness of it. They (the trainers) 
gave a very broad training because they wanted to be flexible 
enough for any group that was there, whether it be social work or 
311 operators or what have you, so it was very broad. And so, it 
wasn’t obviously able to be very specific to a given environment 
because it was so broad. Just coming into it, it would have been 
helpful if it had been more law enforcement oriented for me. [law 
enforcement #2] 
You know the medical jargon, I don't think we would ever 
encounter it… probably having the technical terms wasn’t as 
necessary for our department. [311 operator #1] 
Training didn't 
really provide the 
next step 
I don't think (our organization) is prepared for it. I think it is 
difficult because they (the trainers) didn't really provide the next 
step. I think it was great in terms of teaching about trauma and its 
impact and how to talk about trauma, but I don't think they have 
the techniques or the interventions for organizations and 
organizations are really looking for something that is concrete 
and tangible. [social services #1] 
 It’s great now we have all this information, but how can I get my 
residents trauma-informed training so that they can understand 
their own issues? [social services #3] 
 Most of us (social workers) are at different sites. I have one case 
manager for 29 (clients) in the building, so when she is having a 
client who is having a moment, and at the same time there are all 
of these other things going, we don’t have the staff capacity to be 
able to support trauma informed care, in the moment for all (our 
clients). [social services #4] 
 (The trainers) mentioned programs that are doing it successfully, 
but maybe part of the next step is to getting some of the programs 
to buddy up with another program from a different state to teach 
their techniques. When I was working on (another) collaborative I 
was able to visit Gainesville and see what they were doing there 
and come back to Baltimore City and figure out what would and 
what wouldn't work in our collaborative. It’s always great to go 
back and see what someone who is doing it successfully is doing. 
If there is a juvenile detention center or prison, would that prison 
adopt another prison and integrate their trauma informed care, 
like a buddy system. [social services #6] 
 It’s so valuable, how can they (our clients) learn how to advocate 






CHAPTER 3. A MIXED METHODS ASSESSMENT OF THE USEFULNESS OF 






Background: While there is increasing support for training youth-serving providers in 
trauma-informed care (TIC) as a means of addressing high prevalence of U.S. childhood 
trauma, we know little about the effects of TIC training on organizational culture and 
providers’ professional quality of life. This mixed-methods study evaluated changes in 
organizational- and provider-level factors following participation in a citywide TIC 
training.  
Methods: Government workers and nonprofit professionals (N=90) who participated in a 
nine-month citywide TIC training completed a survey before and after the training to 
assess organizational culture and professional quality of life. Survey data were analyzed 
using multilevel regression analyses. A subset of participants (n=16) was interviewed 
using a semi-structured format, and themes related to organizational and provider factors 
were identified using qualitative methods.  
Results: Analysis of survey data indicated significant improvements in participants’ 
organizational culture and professional satisfaction at training completion. Participants’ 
perceptions of their own burnout and secondary traumatic stress also increased. Four 
themes emerged from analysis of the interview data, including “Implementation of more 
flexible, less-punitive policies towards clients,” “Adoption of trauma-informed workplace 
design,” “Heightened awareness of own traumatic stress and need for self-care,” and 




Conclusion: Use of a mixed-methods approach provided a nuanced understanding of the 
impact of TIC training and suggested potential benefits of the training on organizational 
and provider-level factors associated with implementation of trauma-informed policies 
and practices. Future trainings should explicitly address organizational factors such as 
safety climate and morale, managerial support, teamwork climate and collaboration, and 
individual factors including providers’ compassion satisfaction, burnout, and secondary 










 Traumatic experiences in childhood--often referred to as adverse childhood 
experiences (ACEs)--are common, particularly in low-income urban communities (HHS, 
2014), with well-documented negative impacts on long-term development and 
functioning (Anda, 2006; Spitzer, 2007; Shonkoff, 2011). There is growing support for 
trauma-informed care (TIC) trainings (SAMHSA, 2014), which facilitate increased 
awareness of the needs of traumatized youth among youth-serving providers who have 
potential to serve as gatekeepers for trauma-informed services and resources. However, 
the impact of TIC trainings on contextual variables, including organization- and provider-
level factors, is not well understood. As highlighted by implementation science theory, 
translation of evidence-based interventions into practice for addressing the needs of 
traumatized youth requires evaluation of contextual factors, including organizational 
climate and culture (Glisson, 2002; Schein, 2004) and the characteristics of providers 
(Ottoson, 2009; Feldstein, 2008), since these factors influence adoption and sustainability 
of trauma-informed practices.  
Implementation science methodologies hold great benefit for evaluating the real-
world applications of the TIC framework. Implementation science is a growing field that 
rigorously investigates how best to translate research into public health practice (Fixsen, 
2005). Implementation science research suggests several organizational factors including 
organizational culture, e.g., a pattern of shared assumptions, attitudes, and beliefs in an 
organization (Aarons, 2011; Damschroder, 2009; Glisson, 2005; Greenhalgh, 2004) and 
organizational climate, employees’ perceptions of management practices and procedures 




of evidence-based interventions. More specifically, implementation studies have shown 
that organizations with cultures that are supportive of employees are more effective in 
implementing changes in the organization, including new interventions (Glisson, 2008; 
Beidas, 2014).  
Implementation science literature has also highlighted individual-level factors 
reflecting the implementation climate and the organization’s readiness for change. These 
factors include change valence (Weiner, 2009), whether personnel think the change being 
implemented is personally beneficial or worthwhile, and change efficacy (Weiner, 2009), 
the degree to which personnel think they are capable of implementing a change. 
Individuals’ willingness to adopt TIC policies and practices can be influenced by a 
number of organizational characteristics (i.e. culture and climate of an organization 
(Aarons, 2006); leadership (Aarons, 2007); level of organizational support for the 
intervention (Klein, 2001)) and provider-level factors (i.e. attitudes and beliefs (Ajzen, 
2005); self-efficacy and support (Bandura, 1982)). Thus, it is critical to assess not only 
the intervention itself, but also the context in which the intervention is delivered. 
Research on TIC interventions is emerging, but more comprehensive assessments 
of these interventions are needed. For example, some studies have evaluated knowledge 
about trauma and trauma-informed practices, including open-ended questions about 
lessons learned from trainings and their relevance to participants’ professional 
responsibilities (Anderson, 2015; Kramer, 2012; Nicola, 2013; Suzanne, 2016) without 
assessing contextual factors as direct outcomes. Other research assessed individual 
factors as outcomes without examining the effect of TIC trainings on organization-level 




assessed both organizational and provider level factors as outcomes (Fraser, 2014; 
Hidalgo, 2016; Lang, 2016); however, these studies have solely focused on 
organizational and provider level factors within one sector e.g. child welfare only (Fraser, 
2014; Hidalgo, 2016; Lang, 2016). For example, Fraser et al. (2016) used the Trauma 
System Readiness Tool to assess participants’ perceptions of agency-level and personal 
knowledge and capacity to use of TIC practices. Although Hidalgo et al. (2016) used a 
mixed methods approach and assessed quality of life of providers, the study was limited 
to residential care personnel. Research is needed that not only evaluates how TIC 
intervention informs service delivery to traumatized youth and families, but also how the 
intervention directly affects organizations and individuals providing those services across 
multiple service sectors. 
In response to the Freddie Gray tragedy and ensuing Baltimore unrest in April 
2015, the Baltimore City Health Department, together with its quasi-governmental 
partner Behavioral Health System Baltimore and support from the Baltimore City Office 
of the Mayor, developed the Healing Baltimore initiative through a grant from the U.S. 
Substance Abuse and Mental Health Services Administration (SAMHSA) Center for 
Mental Health Services, National Center for Trauma-Informed Care (NCTIC). The 
former Baltimore City Mayor Stephanie Rawlings-Blake pledged a commitment to have 
all frontline city workers trained in TIC. Thus, under the leadership of the Baltimore City 
Health Department, Baltimore City became the first city in the country to launch a 
citywide TIC training initiative for all government employees, which offered a unique 




Our study had two main objectives. First, we evaluated agency personnel self-
reported changes in organizational culture and provider-level compassion satisfaction and 
fatigue after completion of a nine-month TIC intervention that included agency 
implementation of TIC policies and practices. Compassion satisfaction is defined as the 
pleasure derived from being able to do one’s work well (Stamm, 2005). Compassion 
fatigue encompasses two components: burnout, which is associated with feelings of 
hopelessness and difficulties in being able to do one’s work effectively, and secondary 
traumatic stress, which involves developing problems due to exposure to the trauma of 
others (Stamm, 2005). Based on preliminary data from an earlier phase of the training 
and the intention of the training developers to address organizational and provider level 
factors associated with TIC implementation, we hypothesized that there would be a 
significant improvement in organizational culture, significant increase in compassion 
satisfaction, and significant decrease in compassion fatigue upon completion of the 
training.  
Second, our study obtained participants’ perspectives on the training using 
individual in-depth interviews with a subset of participants. Quantitative studies on the 
organizational culture and providers’ professional quality of life employ established 
standards for measuring these domains. However, quantitative data may miss contextual 
detail regarding the impact of the training on participants, or how the training might be 
improved.  Qualitative methods complement quantitative methods by providing detailed 
descriptions or narratives regarding the impact of the training, including trainees’ 
perceptions and experiences in participating in the intervention (Creswell, 2011). We 




interviews are used to provide explanation and context for survey responses. By applying 
a mixed methods approach to evaluating the training intervention, we aimed to reach a 
better understanding of participants’ experiences with the training and how the training 
could be improved (Beidas, 2014; Palinkas, 2011). Thus, this study addressed gaps in the 
prior literature on the impact of TIC training by using a mixed methods design, including 
participants from multiple service sectors, and assessing organizational and provider 
factors as outcomes. 
 
3.2 Methods 
3.2.1 Healing Baltimore Initiative Training and Sample 
The Baltimore City Health Department (BCHD), in collaboration with 
SAMHSA’s National Center for Trauma Informed Care (NCTIC) and Behavioral Health 
System Baltimore (BCHB), led a nine-month comprehensive, evidence-based trauma-
informed implementation training and coaching collaborative to agencies across 
Baltimore City. SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed 
Approach (SAMHSA, 2014) provided the framework for this training intervention. 
NCTIC consultants conducted the monthly training at the BHSB office, and focused on 
educating and providing technical assistance to participants in implementing the six TIC 
principles outlined by SAMHSA: 1) Safety, 2) Trustworthiness and Transparency, 3) 
Peer Support, 4) Collaboration and Mutuality, 5) Empowerment, Voice and Choice, and 
6) Cultural, Historical and Gender Issues. 
Under this multi-systemic, multi-agency collaborative, government agencies and 




including a series of monthly technical assistance, coaching, and feedback sessions from 
national trauma experts on how to utilize trauma-informed practices at their agency. 
Participants represented a wide range of government agencies and nonprofit 
organizations that interact with traumatized persons. Participating agencies can be 
categorized as falling within the following domains: Law Enforcement, Social Services, 
and Health and Education. Participants in the nine-month training (N=90) were identified 
by their respective agencies to lead and implement trauma-informed approaches at their 
respective workplaces. All participants were over 18 years of age and English speaking.  
The Institutional Review Board at the Johns Hopkins Bloomberg School of Public Health 
approved all study procedures, and all research participants provided informed consent. 
 
3.2.2 Pre-post design 
Data came from pre- and post-surveys administered by BCHD and BHSB staff at 
the beginning (October 2015) and at the conclusion (June 2016) of the nine-month 
implementation training. The pre- and post-surveys were administered to all training 
participants (N=90).  An online version of the survey was administered to participants not 
present at either the first or last training of the intervention. Participants were 
compensated for their time by their respective agencies.  
 
3.2.3 Measurement Strategy  
This study employed a subset of measures from the pre-post surveys regarding 
changes in provider-and organizational-level factors associated with implementation of 




Safety Attitudes Questionnaire (SAQ). The SAQ is a validated 60-item 
questionnaire which measures organizational factors such as safety climate and morale, 
work environment factors such as managerial support, and team factors such as teamwork 
climate and collaboration (Sexton, 2006).  Participants responded to all items using a 
Likert scale ranging from 1 (disagree strongly) to 5 (agree strongly). The demonstrated 
an acceptable level of internal consistency in our study sample (Cronbach’s alpha =.77).  
Professional Quality of Life (ProQoL). The ProQOL scale is a validated 30-item 
self-report assessment of work-related 1) compassion satisfaction, 2) burnout, and 3) 
secondary traumatic stress (Stamm, 2005). Participants responded to all items using a 
Likert scale ranging from 1 (never) to 5 (very often). Both subscales demonstrated strong 
internal consistency in our sample: Cronbach’s alpha =.88 for compassion satisfaction 
and .87 for compassion fatigue. 
Other covariates. BCHD staff also administered a brief form to gather 
information about sociodemographic characteristics such as organization affiliation 
(government law enforcement, government social services, government health education 
and nonprofit), race/ethnicity (African-American, White, Latino, Asian or Pacific 
Islander, Other), gender, age (18-34, 35-44, 45-54, > 55), educational attainment (high 
school, some college, college, graduate degree), role at agency/organization (direct 
service, management/administration), years in current position (< 1 year,1-5 years, 6-10 







3.3.4 Semi-structured interviews 
Semi-structured interviews were conducted two months following the intervention 
with a subset of participants (n=16) in the intervention. BCHD and BHSB staff 
overseeing the TIC intervention described the study to all trainees who met the inclusion 
criteria, asked them if they were interested in learning more about the study, and shared 
the contact information of interested trainees with the research team. Snowball sampling 
was used to recruit additional participants; initial interviewees were asked to recommend 
others from their respective agencies who might be interested in participating in the 
training. The lead author explained the study and obtained informed consent.  Interviews 
were digitally recorded and transcribed.  Any identifying information, such as the names 
of individuals or places, was removed in the transcription process.  
The interview guide for semi-structured interviews covered four domains based 
on discussions with key informants (i.e. BCHD staff, SAMHSA training developers) and 
preliminary research (Damian, 2015): 1) Usefulness of training, 2) General impact of 
training on organizational culture and climate, 3) Specific impact of training on 
organizational culture of safety, and 4) Impact of training on referrals of traumatized 
individuals. In this study, we focused on responses pertinent to the second and third 
domains listed above (i.e., impact of training on organizational culture and climate and 
organizational culture of safety). The first author conducted all interviews. 
 
3.3.5 Analysis strategy 
Data were first inspected for data entry errors and outliers and cleaned as needed.  




data (>5% of values were missing). Paired t-tests were conducted to examine if mean 
SAQ and PROQoL scores changed significantly from the beginning to the conclusion of 
the 9-month intervention training. Multilevel regression analysis was employed to adjust 
for the potential confounding effects of the demographic variables noted earlier in this 
paper on the relationship between pre-post SAQ and PROQoL mean scores. STATA 13.0 
was used for all statistical analyses.  
 Analysis of semi-structured interviews was conducted by two trained coders who 
independently used the constant comparative method, moving iteratively beyond codes 
and text to derive themes related to what participants thought about the intervention. 
Originally developed for use in the grounded theory method of Glaser and Strauss 
(Glaser & Strauss, 1967), the constant comparative method involves selecting one 
component from the data, such as a theme, and comparing it to the rest of the data to 
develop conceptualizations about possible relations across various data components 
(Boeije, 2002). We focused our attention on responses related to how the intervention 
influenced participants’ organizational culture and climate with an additional interest in 
the impact on organizational safety. 
 
3.3 Results 
3.3.1 Sample characteristics 
Of the 90 pre-survey respondents, we excluded 2 (2.2%) who only completed the 
sociodemographics questions but did not respond to the rest of the survey. Table 1 shows 
the demographics of the analytic sample (N=88). The mean age of study participants was 




American (71.4%). Most participants had at least a college degree (77.0%) and had 
previously participated in some form of trauma-informed care training (60.0%). Sixteen 
participants, mostly women (87.5%), volunteered for interviews and were individually 
interviewed by the first author. 
 
3.3.2 Change in organizational culture and climate  
The improvement in mean SAQ scores (M=3.91, SD=17.04; p<0.05) from pre- to 
post-training was significant (Table 2). Additionally, mean scores for the compassion 
fatigue (M=11.76, SD=20.16; p<0.001) and compassion satisfaction (M=7.97, SD=10.91; 
p<0.001) subscales of the PROQoL scale both increased significantly.  
 
3.3.3 What participants said about the training 
 Four major themes relevant to the SAMHSA TIC principles outlined earlier in 
this paper emerged from our review of the qualitative data (Table 3), two related to 
changes in organizational-level factors and two related to changes in provider-level 
factors.  
 Themes related to changes in organizational-level factors. Two themes 
highlighted organizational changes that took place to improve trauma-informed practices 
with youth and families using services. Nine out of 16 participants reported agencies’ 
implementation of more flexible, less punitive policies towards clients. Participants 
explained that policies and procedures at their respective organizations were changed to 
meet the real-time needs of clients. Participants also observed greater organizational 




opposed to being solely focused on completing paperwork. The second theme that 
emerged related to organizational change was adoption of a trauma-informed workplace 
design (reported by 4 out of 16 participants). Participants described how their respective 
agencies adjusted the physical layout of their workplace to be more welcoming and to 
serve as a calm, safe space for clients. They reported that a change in the physical space 
facilitated more positive interactions between them and their clients. 
Themes related to changes in provider-level factors. Two additional themes 
highlighted the impact of the intervention on changes at the provider level. Eleven out of 
16 participants reported a greater sense of camaraderie and empathy for colleagues. This 
theme was consistent with survey results regarding participants’ improved compassion 
satisfaction score; participants reported greater initiative on the part of senior 
management at their respective organizations to appreciate providers’ efforts, as well as 
enact policies to enhance providers’ well-being. A second provider-level theme was a 
heightened awareness of providers’ own traumatic stress and need for self-care (reported 
by 10 out of 16 participants). Participants’ description of becoming more aware of their 
own trauma and traumatic stress were consistent with the survey findings of participants’ 
increased compassion fatigue. Participants explained their need to set boundaries at work 




Our study highlights significant changes that occurred among government and 




Enforcement, Social Services) who participated in a nine-month TIC implementation 
training and learning collaborative. The findings suggest that research participants 
generally perceived the TIC intervention as beneficial for themselves and their 
organizations. With respect to program benefits, the training intervention showed positive 
impacts both with respect to organizational factors (safety climate and morale, 
managerial support, teamwork climate and collaboration) and individual factors 
(compassion satisfaction). Although the intervention in this study uses a different training 
model and framework for understanding TIC, the findings in this paper are consistent 
with previous studies (Hidalgo, 2016), which also found improvement in safety climate 
and job satisfaction among residential care providers that participated in a TIC training. 
Implementation studies have shown that organizations with cultures that are more 
supportive of employees are in turn, more effective in implementing changes in the 
organization (Beidas, 2014; Klein, 2001). Thus, the observed improvements in 
organizational- and provider-level outcomes have potential to support participating 
agencies in better addressing the needs of trauma-affected youth (Glisson, 2002; Glisson, 
2005).  
 Our sequential, mixed methods design allowed us to use information derived from 
the semi-structured interviews to support the findings from the pre-post surveys and to 
point the way toward improved training. For instance, qualitative findings were largely 
consistent with survey results regarding TIC training impact on organizational-level 
factors. Participants’ reports of adoption of a trauma-informed workplace design 
supported significant quantitative findings regarding improvements in safety climate and 




as a demonstration of their commitment to providing a physically and psychologically 
safe space for clients and staff. Importantly, change in the physical working conditions 
was reported to enhance positive interactions between clients and staff.  
Our findings also suggested significant changes in provider-level perceptions. 
Survey data indicated an overall improvement in perception of the quality of the work 
environment and approval for managerial action to promote a culture of safety. Our 
quantitative findings are consistent with the theme that emerged in individual interviews 
of a greater sense of camaraderie and empathy for colleagues. Some participants reported 
greater initiative on the part of management to support staff through open door policies 
and establishing mental health days, which is consistent with our quantitative findings of 
improved perceptions of management. Our findings are in contrast to Lang and 
colleagues (Lang, 2016) who found that participants perceived low agency support for 
addressing trauma among children and staff experiences of secondary traumatic stress.  
Hidalgo (2016) found significant improvement in staff collaboration, but did not 
explicitly discuss changes in management support. 
Our findings also highlighted providers’ increased awareness of their own 
personal stress. The survey items asked about feeling overwhelmed, worn out, and having 
difficulty in separating one’s personal life from one’s role as a provider. Participants’ 
interview responses reinforced quantitative findings regarding negative effects on job 
performance of secondary exposure to traumatically stressful events, and were consistent 
with previous studies (Fraser, 2016; Hidalgo, 2016; Lang, 2016), highlighting the high 
rate of secondary traumatic stress and burnout among service providers working with 




emotional needs and stressors rather than increasing those stressors, which may be an 
important step for providers in moving toward better self-knowledge and self care. In 
addition to acknowledging their personal secondary traumatic stress, participants also 
reported greater awareness that their colleagues were experiencing a similar 
phenomenon, which subsequently increased staff empathy towards one another.  
 Qualitative data suggested that TIC training resulted in more flexible, less 
punitive policies towards clients; this was a unique finding captured by the semi-
structured interviews. While the quantitative assessments provided information regarding 
changes in organizational and provider factors associated with implementation, the 
qualitative theme regarding policy changes revealed a direct impact of training on TIC 
implementation. Across sectors, a subset of interview participants described being less 
inclined to use labels and less rigid in their approaches to clients. Rather, these providers 
described being able to listen more and pay more attention to what the client needs at a 
given time. This is consistent with findings from semi-structured interviews conducted by 
Hidalgo et al (2016), in which participants also described reducing the use of restraints 
and improving communications with traumatized youth. 
 
3.4.1 Directions for Future Research, Practice, and Policy 
 As noted earlier in this paper, previous studies on TIC trainings have largely 
included participants from the social services and healthcare sectors. However, as a 
recent synthesis of the literature on TIC pointed out (Reeves, 2015), there is variation in 
the duration and level of engagement between providers and traumatized individuals 




implementation. Thus, future research should assess provider-client relationship 
dynamics as they relate to implementation, particularly in sectors where TIC training has 
been understudied, including law enforcement. Additionally, there is also a need for more 
studies on the efficacy of TIC trainings and changes to organizational practice (Reeves, 
2015). Although the current study found significant organizational and provider level TIC 
changes following completion of training, there is a need to examine whether early 
adopters of TIC sustain the reported changes. Last, the findings underscore the high 
prevalence of secondary traumatic stress and burnout among service personnel that work 
with traumatized youth. Although there is a body of literature on trauma and secondary 
traumatic stress among providers and how these provider-level factors negatively effect 
job performance and quality of care provided to clients (Copanitsanou, 2017; Luther, 
2016; Roh, 2016; Salters, 2016), future research is needed to evaluate how participation 
in a TIC training intervention helps providers deal with their own trauma, and the 
subsequent effects on quality of care provided to traumatized youth and families.  
 Although participants in the current study were involved in a fairly long (nine-
month) training, the implementation literature on TIC (Kramer & Burns, 2008) suggests 
the need to address system-level factors related to maintenance of intervention practices, 
particularly booster sessions, ongoing support/supervision and technical assistance to 
facilitate implementation. Thus, developers of the TIC training should consider the ways 
in which organizations and individual providers can continue to be supported beyond 
their formal participation in the training. In addition, given the significant increase in 
compassion fatigue suggesting a heightened awareness of providers’ burnout and 




focus on providers’ mental health issues, including addressing potential stigma around 
mental health.  
While this training largely focused on organizations and providers, it is important 
to recognize that traumatized youth are part of the TIC ecological model. Thus, as 
highlighted by Kramer & Burns (2008), it is important to assess implementation culture 
at the level of the client and ensure that TIC trainings that educate youth and families 
about trauma are also made available. The framework set forth by Raghavan et al (2008) 
regarding implementation of evidence-based practices in public mental health settings, 
can also be applied to understand the policy implications of this study. Although this 
study focused on direct changes to organizational and provider factors resulting from 
participation in the training, the burden of implementation cannot be placed on any 
individual organization or provider. There is a need for development of policy, such as 
states creating a rewards structure for TIC, to support organizational and provider 
implementation. Moreover, given the time and resources required for employees to attend 
trainings and change organizational practices to be more trauma-informed, policies can 
further incentivize implementation of TIC through reimbursement strategies and 
allocation of CEU professional credits by licensing boards. 
 
3.4.2 Limitations and strengths 
This study has several limitations. First, the lack of a comparison group limits the 
ability to estimate intervention effects. Recruitment of a comparison group for this study 
was not feasible since all City agencies participated in the TIC initiative and identifying 




and timeline constraints. Second, the participants in the intervention were recruited by 
their respective agencies; therefore, their responses and any observed changes may not be 
representative of the other personnel at those agencies. The participants in our semi-
structured interviews may also not have been representative of the intervention 
participants. Third, uniform criteria for selecting participants were not established across 
agencies because each participating agency decided for itself which members of its 
workforce would participate in the training intervention. Fourth, the study relied on 
participants’ self-report, which is subject to socially desirable responding. Fifth, the study 
was underpowered to detect and compare differences in treatment effects across the 
different service sectors represented in the current study. Although an item on 
participants’ agency/organizational affiliation was included in the survey, only 25% of 
respondents answered this item. Consequently, we could not link or compare changes by 
agency/organization. Lastly, the observed increase in providers’ compassion fatigue may 
result from factors external to the TIC training rather than from increased awareness. For 
instance, the finding may reflect an actual increase in trauma among providers’ clients or 
workload involving traumatized youth and families, which was not measured in this 
study. 
This study also has a number of strengths. Use of a mixed-methods approach 
provided a nuanced understanding of the impact of the TIC training. The purpose of the 
open-ended interviews was exploratory, striving for depth of understanding and not 
representativeness. The current study was also strengthened by the inclusion of diverse 
participants, with respect not only to race/ethnicity, gender, and role at their respective 




organizations they represented. The cross-sector representation of diverse agencies 
reflects the multiple service systems that come into contact with traumatized youth. 
 
3.5 Conclusion 
Implementation science research indicates that both organizational and provider-
level factors are important components of successful implementation of interventions 
such as TIC. Restructuring of TIC trainings to address organizational factors such as 
safety climate and morale, managerial support, teamwork climate and collaboration, and 
individual factors including providers’ compassion satisfaction, burnout, and secondary 
traumatic stress, can potentially support successful implementation of TIC policies and 
practices. In doing so, TIC trainings go beyond increasing participants’ knowledge about 
the biological and psychosocial consequences of trauma to incorporate the contextual 
(organizational and individual) factors associated with TIC service delivery.  Attention to 
organizational and individual factors might enhance implementation of TIC principles.  
Expansion of cross-sector TIC trainings and evaluation of subsequent implementation of 
TIC related changes can help break down silos between different service systems and 
foster improvements in addressing the unique needs of youth that have experienced 
trauma. As the need for TIC receives greater attention and more resources are allocated to 
train personnel outside the traditional healthcare system in TIC, additional evaluation 
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Table 3.1 Demographics of Analytical Sample in Baltimore City Health Department’s 
Trauma-Informed Care Training Intervention (N=88).  
(Data from pre-post surveys administered during Baltimore City Health Department’s 
TIC Intervention.) 
Characteristics Total * 
N (%) 
Age, in years  
Less than 35 26 (44.8) 
35-44 14 (24.1) 
45-54 10 (17.4) 
55 or more 8 (13.8) 
Gender  
Male 22 (25.3) 
Female 65 (74.1) 
Race/Ethnicity  
African-American or Black 60 (71.4) 
White 21 (25.0) 
Latino 1 (1.2) 
Asian or Pacific Islander 1 (1.2) 
Other 1 (1.2) 
Highest level of education completed  
High school 5 (6.76) 
Some college 12 (16.2) 
College 20 (27.0) 
Graduate degree 37 (50.0) 
Role at agency/organization  
Direct service (Frontline) 39 (44.3) 
Management/Administration 49 (55.7) 
Years in current position  
Less than a year 18 (20.7) 
1-5 years 37 (42.5) 
6-10 years 14 (16.1) 
11+ years 18 (20.7) 
Baltimore City native  
Yes 37 (43.0) 
No 49 (57.0) 
Participated in any prior trauma-informed care training  
Yes 51 (60.0) 
No 34 (40.0) 





Table 3.2 Pairwise Comparisons of Safety Attitudes Questionnaire (SAQ) and 
Professional Quality of Life (PROQoL).  (Data from pre-post surveys administered 

















3.91 (17.04)* 0.30 7.52 
PROQoL      











7.97 (10.91)*** 5.65 10.28 
*p<0.05 ***p<0.001.  
       
Note: Increased Compassion Fatigue and Compassion Satisfaction scores mean higher 








Table 3.3 Themes of intervention usefulness identified through qualitative analysis of 
participant interviews (n = 16) 
 






We like to think that the way we implement it (programs) is very 
compassionate and trauma-informed. One of the things that we 
definitely have shifted since doing the training is that we aren’t 
quite as rigid. We’ve loosened up a bit. We’ve become less 
attached to how it has to look, as far as the session goes. We’re 
meeting them more where they are. [social services #002] 
If somebody comes down and were having a difficult conversation, 
we don’t force the session, we allow clients to retreat, we check on 
them later…and if a client needs a break we say how about we 
pick up this conversation later. If somebody is extremely agitated, 
we sit in silence and help them catch their breath, we try and 
maintain a steady tone of voice with them…we talk about ways 
that they can take care of themselves between that session and the 
next session. [social services #008] 
Just more patience. More understanding, and to not write a kid off 
as – as being inherently bad or “young criminal” or something. 
You kind of understand that there are different things at play. [law 
enforcement #001] 
 And the other component that has helped me is not making it so 
rigid... I sometimes have people who seem nervous, so I sit with 
them outside and we just sit outside and talk. and I don't need to 
have the papers in front of me and have notes.  I can just go back 
and write that we had a meeting and write it down and it helps 
them not be so nervous to talk to me. Those are the things that 
have been really helpful to keep in the back of my mind to 
remember that people may not be comfortable in this room, they 
may not be comfortable talking to me for lots of reason. those have 
been really helpful. [law enforcement #002] 
 For me I made stuffed animals available for the children. I 
switched the way I talked and how I approach them. Knowing that 
the way that the child is used to an authority figure talking to them 
is always yelling. So lowering my voice and changing the 
inflection in my voice.  I offer them hugs. I ask them what do you 
need today to be successful. [parks and rec #001] 
 Just a better, better sense of listening. I let them vent, I let them 
scream, I let them howl, I let them yell. You know whatever it takes 
for them, and when you’re quiet then the person says, “Hello, you 




You know, so that I know that our house has served you, how to 





We have set up our offices a little differently, we give them options 
to either face the door or have their back to the door. we have 
redone our front office so it's a little less chaotic and a little more 
soothing when they come in. [social services # 003] 
I recognize that you can actually design workspace in the 
environment in a remarkable easy and cost effective way to 
implement the trauma informed approach to care [social services 
# 004] 
We all discussed it and we felt like clients when they came into the 
office were not feeling welcomed and that had a lot to do with the 
pictures on the wall, it had a lot to do with the color of the office, 
and so we had volunteers come in and they had redesigned our 
office and they painted so it’s more brighter, it’s more calming, 
you know, the pastel colors, as opposed to dark or gray or like, 
hospital or padded entry (?) type, one color wall. We’ve made it 
more brighter, like I said, we changed the layout of the desks. 
They’re now, they’re going to be in an L-shape as opposed to 
when you come in, there’s an I. [social services # 005] 
You make sure that their space is clean and that it smells and good 
and you know so that's the kind of physical and environmental 
stuff that I integrate into the work. I turned off the light in my 
office and put up a lamp in it to make it a softer light… I had 
brought stuff for children in my office. I had done that before, but 
stopped it. I – I brought it back in. I have kind of adjusted the 
arrangement of my desk and how the residents approach my door, 
I notice a whole difference in my interactions with them that does 
not lead to me being overly stressed out. [social services #007] 
Heightened 
awareness of own 
traumatic stress 
and need for self-
care 
The training really prompted me to look at my own trauma and 
figure out if I was really able to access it. I’d say I’ve become 
more inclined, like, to be aware of – like, “Hey, you know, I’m 
kinda stressed. I need to take some time off.” I definitely realize 
that I’ve got stuff going on, that whole secondary trauma thing. 
I’m more aware of that than I was before. The need to do that. It’s 
very hard for me because, you know, I’m kind of 24/7. I have my 
phone on all the time… I have always understood self- care and I 
you know, I have started writing, or I started painting, or I dance, 
or I journal… I think the training started to bring me back to a 
place where I needed to do some introspection. introspection I 





Now I take more time for myself. I’ve learned not to feel guilty, not 
thinking about the residents when I get home. I started it about 
two years ago- I have two corners that I turn to get home. Once I 
turn that second corner, I had to train myself to let go and I will 
be back tomorrow because that’s when I have to start focusing on 
me, my children, and my home, I know I did a good job, so while 
I’m driving those two corners, I think about what good I did in a 
day and what did I accomplish and I give myself a pat on the back, 
and I keep it moving. So that’s how I train myself not to bring the 
job home. [social services #005] 
After our training was completed, we had a pretty in-depth team 
meeting around self-care. We do encourage especially more 
aggressively taking those mental health days. I make it a priority 
to try and kind of des-stress and create an environment for myself 
at home, not bringing work home… I do my best, but you know 
sometimes it’s just a really crappy day and you can’t just say I’m 
just gonna leave that at work and not bring that home. [social 
services #009] 
You’re feeling a certain way and you don’t really understand it 
and then you get to subjective presentation of the effects of 
secondary trauma and, um, how that affects you and you’re like, 
“Oh, okay. That’s kind of why I feel the way I do.’ [law 
enforcement #001] 




When you're not at a good place or feeling overwhelmed by the 
work, or feeling stuck, there is a willingness and openness on 
supervisors that were aware of it, and were able to support staff in 
a way that's not making them feel like they're incompetent or that 
they are failing. [social services #001] 
 Senior management keeps an open-door policy where we can um 
come to them if there, you know, is anything bothering us or 
anything that we just need to get off our chest, anything anytime 
we need to express any concerns, um that they definitely maintain 
an open-door policy for us. I do the same for my stuff um and we 
make sure that we have certain um procedures in line so that um if 
someone does start to feel um burnt out that they, they have that 
access to um have that, take the time off that they need or you 
know take that break that they need, so that we can encourage 
that, that healthier workplace. [social services #008] 
 I do the same for my staff and we make sure that we have certain 
procedures in line so that if someone does start to feel burnt out 
that they can take the time off that they need or take that break 
that they need, so that we can encourage that, that healthier 




 I feel like you helped me understand my fellow officers better. And 
then, um, I saw, even though I’m not patrol anymore, I saw how 
understanding trauma-informed care would help, you know, patrol 
officers, um, kinda go into a situation with a little bit more 
confidence and understanding. [law enforcement #001] 
 I try to recognize that the secondary trauma and the burnout from 
the things that we do so I try to make sure that the staff have 
breaks that they need, if I just tag team if you need to tag out and 
get a little breather I can tag in or we can rotate the groups so 
that it's possible that they can kind of "woo-saw" and take that 
deep breath and then we have staff meetings regularly, kind of 
changed the format to allow more open discussion instead of, 
what happens is the center directors have meetings with  our area 
managers and so instead of it just being information being 
disseminated to kind of do pulse checks with the staff. [Parks and 
Rec #001] 
 We had several cookouts, well cook-ins, several cook-ins. We had 
a relaxed dress code for probably about a month and a half; we’re 
still in it till September 2nd. That has kinda lifted everybody’s spirit 
a little bit. Try to bring everybody together as a whole because we 
as a group, we were really divided, so it’s kind of brought some of 
us together. [311 operator #001] 
 
Theme 1: Implement more flexible, less-punitive policies towards clients n=9 (56%) 
Theme 2: Adopt trauma-informed workplace design n=4 (25%) 
Theme 3: Heightened awareness of own traumatic stress and need for self-care n=10 
(63%) 







CHAPTER 4: BARRIERS AND FACILITATORS FOR ACCESS TO  
MENTAL HEALTH SERVICES BY TRAUMATIZED YOUTH 
 
Abstract 
Polytrauma is a highly prevalent public health problem in the U.S. with even 
higher rates in urban areas. Children with polytrauma often end up in multiple child-
serving systems (e.g., mental health, child welfare, education, juvenile justice) with needs 
that are both complex and severe. Providers within these child-serving systems have 
potential to serve as gatekeepers to trauma services by linking youth with trauma-
informed treatments and supports that promote tt56recovery. The purpose of our study 
was to assess the perspective of providers who participated in a nine-month, trauma-
informed care (TIC) training intervention on 1) their capacity to make referrals to trauma-
specific services following the training, and 2) factors external to the training intervention 
that supported or hindered their ability to link traumatized youth with services. A 
subset of sixteen participants from the TIC training completed individual interviews. 
These participants were predominantly female, African American, and based in the social 
services sector. The constant comparative method was used to derive three thematic 
domains related to participant perceptions regarding youth referrals: 1) Organizational 
and provider capacity to provide trauma treatment or to make referrals to trauma-specific 
services, 2) Barriers to youth accessing trauma services, and 3) Suggestions for 
improving coordination of care and referrals. Our study highlights the influence of 
contextual factors on whether a TIC training can improve the capacity of agencies and 




development of a structure that formally connects youth-serving agencies and providers 





Polytrauma is a highly prevalent public health problem in the U.S. (Ko, 2008), 
with higher rates in urban areas than rural (HHS, 2014). Children with polytrauma often 
end up in multiple child-serving systems (e.g., mental health, child welfare, education, 
juvenile justice) with needs that are both complex and severe (SAMHSA, 2014). 
Fortunately, effective trauma-focused treatments exist (Cohen, 2012; Gurwitch, 2015; 
Lucio & Nelson, 2016). Thus, there is a need to train service providers in trauma-
informed care (TIC), specifically, how to recognize and respond to youth in a way that 
does not re-traumatize them, as well as how to promote referrals of trauma-affected youth 
to the appropriate support systems to heal from trauma. Non-clinical service providers are 
potential gatekeepers to TIC services and social support systems that can help youth heal 
from trauma. A growing body of literature has assessed referral-related outcomes of TIC 
trainings. Several quantitative and mixed methods studies have found TIC trainings to be 
an effective starting point for screening and identifying traumatized youth and making 
referrals to appropriate trauma treatment and services (e.g. Fraser, 2014; Kramer, 2012; 
Lang, 2016). Although prior studies have added to our understanding of how TIC 
trainings can potentially serve as an effective tool for addressing the unique needs of 
youth who have experienced trauma, the literature in this area has several limitations. For 
example, some studies only focused on organizational and provider level barriers to 
referrals (Conners-Burrow, 2013; Fraser, 2014; Lang, 2016), without taking in to 
consideration barriers at the level of youth and families. In addition, several studies only 
included participants from rural, predominantly white settings (Conners-Burrow, 2013; 




sociodemographic characteristics of their target populations (Fraser, 2014; Kerns, 2016; 
Lang, 2016). As a result, perspectives on TIC trainings in urban communities of color are 
not well represented in the literature. Some studies were also limited by the design of 
their training interventions, which only included participants from the mental health 
and/or child welfare systems, many of whom already have prior exposure to trauma-
related concepts (Conners-Burrow, 2013; Fraser, 2014; Kerns, 2016; Kramer, 2012; 
Lang, 2016). 
This qualitative evaluation of a nine-month cross-sector citywide TIC training in 
Baltimore City for urban youth-serving agencies addressed the limitations of prior studies 
by evaluating barriers to screening, identifying, and referring traumatized youth to 
appropriate treatment and services at the organizational, provider, and youth/family 
levels. Our use of qualitative methods allowed us to understand the contextual factors 
associated with referrals from the perspectives of training participants. Qualitative 
methods provide detailed descriptions or narratives regarding the impact of the training 
on referrals, including trainees’ perceptions and experiences in participating in the 
intervention (Creswell, 2011). Additionally, this study’s focus on an urban initiative 
enriches the literature by exploring perspectives of provides who work predominantly 
with low-income, youth of color. Our study had two main objectives. First, we obtained 
participants’ perspectives on how participation in a nine-month, trauma-informed care 
training intervention influenced their capacity to make referrals to trauma-specific 
services. Second, we explored participants’ perspectives on factors external to the 
training intervention that supported or hindered their ability to link traumatized youth 





4.2.1 Study Context 
After the Baltimore unrest in April 2015, the Baltimore City Health Department, 
together with its quasi-governmental partner Behavioral Health System Baltimore, 
developed the Healing Baltimore initiative with support from the U.S. Substance Abuse 
and Mental Health Services Administration (SAMHSA) Center for Mental Health 
Services, National Center for Trauma Informed Care.  An important commitment to 
Healing Baltimore was the pledge by former Baltimore City Mayor Stephanie Rawlings-
Blake in July 2015 to have all frontline city workers trained in TIC, making Baltimore the 
first U.S. city aiming to provide TIC training for all government employees.  
The Baltimore City Health Department (BCHD), in collaboration with 
SAMHSA’s National Center for Trauma Informed Care (NCTIC) and Behavioral Health 
System Baltimore (BCHB), led a nine-month comprehensive, evidence-based trauma-
informed implementation training and coaching collaborative to agencies across 
Baltimore City. SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed 
Approach (SAMHSA, 2014) provided the framework for this training intervention. 
NCTIC consultants conducted the monthly training at the BHSB office, and focused on 
educating and providing technical assistance to participants in implementing the six TIC 
principles outlined by SAMHSA: 1) Safety, 2) Trustworthiness and Transparency, 3) 
Peer Support, 4) Collaboration and Mutuality, 5) Empowerment, Voice and Choice, and 
6) Cultural, Historical and Gender Issues. 
Under this multi-systemic, multi-agency collaborative, government agencies and 




including a series of monthly technical assistance, coaching, and feedback sessions from 
national trauma experts on how to utilize trauma-informed practices at their agency. 
Participants represented a wide range of government agencies and nonprofit 
organizations that interact with traumatized persons. Participating agencies can be 
categorized as falling within the following domains: Law Enforcement, Social Services, 
and Health and Education. Participants in the nine-month training (N=90) were identified 
by their respective agencies to lead and implement trauma-informed approaches at their 
respective workplaces. All participants were over 18 years of age and English speaking.  
The Institutional Review Board at the Johns Hopkins Bloomberg School of Public Health 
approved all study procedures, and all research participants provided informed consent. 
 
4.2.2 Sampling and Recruitment  
 As part of a larger mixed methods observational study (N=88) examining the 
effects of the TIC training on organizational and individual level factors, including 
knowledge, attitudes, and beliefs, associated with implementation of TIC policies and 
practices, a subset (n=16) of participants completed a 30-45 minute, semi-structured 
interview two months following completion of the training. This study reports on 
findings derived from interviews with that subset of TIC participants. BCHD and BHSB 
staff overseeing the TIC intervention described the study to all trainees who met the 
inclusion criteria, asked them if they were interested in learning more about the study, 
and shared the contact information of interested trainees with the research team. 
Snowball sampling was used to recruit additional participants; initial interviewees were 




participating in the training. The lead author explained the study and obtained informed 
consent.  Interviews were digitally recorded and transcribed.  Any identifying 




 This study focuses on a subset of referral-related questions from the semi-
structured interview guide. Sample questions are: Does your organization have the 
capacity to provide trauma-specific treatment or refer to appropriate trauma-specific 
services? How does your organization identify community providers and referral 
agencies that have experience delivering evidence-based trauma services? How has your 
opinion of traumatized youth access to services changed because of the training? What 
are some of the barriers in traumatized youth being able to access treatment and/or 
trauma-related services? 
 
4.2.4 Qualitative analysis 
 Qualitative analysis was conducted by two trained coders. The coders 
independently used the constant comparative method, moving iteratively between codes 
and text to derive themes related to participant perceptions of the intervention. Originally 
developed as part of the grounded theory method of Glaser and Strauss (Glaser & 
Strauss, 1967), the constant comparative method involves selecting one component from 
the data, such as a theme, and comparing it to the rest of the data to develop 




2002). We focused our attention on responses related to how the intervention influenced 
participants’ organizational capacity to provide treatment or make referrals to trauma-
related services, as well as perceived barriers and facilitators to traumatized youth being 
able to access services.  
 
4.3 Results 
Most of the sixteen participants in this qualitative substudy were female (87.5%) 
and African-American (81.3%). The majority worked in the social services sector 
(75.0%), while other participants worked in law enforcement (12.5%) and other 
government agencies (12.5%). 
The following section discusses themes that emerged from the qualitative 
interviews. We identified three categories of themes: 1) organizational and provider 
capacity to provide trauma treatment or to make referrals to trauma-specific services, 2) 
barriers to youth accessing trauma services, and 3) suggestions for improving 
coordination of care and referrals. The themes within each of these three categories are 
discussed in detail below. 
 
4.3.1 Organizational and provider capacity to provide trauma treatment or to make 
referrals to trauma-specific services  
Some participants reported that their participation in the TIC training made them 
more likely to refer traumatized youth to the appropriate services (n=4). One participant 




It has increased the likelihood of the referrals because of the fact that you get a 
greater sense of what it takes to refer a client to another program, what 
expectations are, and how they differ from our program… because of the training, 
you now know of other services that might better suit your clients.  
Similarly, another social services participant described an increase in referrals of affected 
families as having taken a greater priority at her agency:  
I believe our referrals have increased. I think we are referring for therapeutic 
services more often, and probably as a direct result of the trauma-informed care 
training. That is high priority for us to ensure that our families are getting 
community mental health services. 
Another interviewee from social services explained how the cross-sector, multi-agency 
design of the training was an opportunity for her agency to network with other agencies 
that have the capacity to support traumatized youth:  
If it’s another agency that we’ve made connections with, sometimes when we do 
workshops or programs, we’ll invite them in and they can speak to clients as a 
whole and not just target a specific individual and discuss the resources that are 
available. 
In contrast, the majority of participants (n=12) noted no major change in their 
organization’s response to address the needs of trauma-affected youth for a variety of 
reasons, as summarized below. Several participants explained that their agency still 
lacked the capacity to provide treatment or make referrals (n=5). As one social services 
professional put it, “I don't think there are enough trained clinicians in trauma. I think that 




have treatment modalities, but that doesn't make them a specialist in trauma.” Another 
participant from law enforcement described the structural challenges, specifically lack of 
a formalized referral system, which hindered him and his agency from being able to 
connect traumatized youth with the appropriate services. He explained: 
I don’t know that we have a good transition or follow-up program from a city 
government point of view to where some kind of social work organization or 
youth work organization follows up with those three witnesses to kind of talk, you 
know, talk to them about the trauma they’re involved in, the shooting victim, and 
the trauma that he was involved in. The state’s attorney’s office does have 
resources and I guess counseling and different things, but I don’t’ know that if it 
gets tied in real well.  
Another interviewee from social services described that the challenges lay in not having 
been informed of the resources that exist to support youth that have experienced trauma:  
I don’t think that anything has changed because we still are not aware of the 
resources. It’s almost like there is nothing to change because other than the 
available providers, out of the training, we weren’t even given a list of providers 
that do trauma informed care that we could use to refer. 
A few participants reported that their participation in the TIC training made no 
difference in their agency’s referrals of traumatized youth since their agency had already 
taken actions to formalize a means of connecting affected youth to the appropriate 
trauma treatment and services (n=3). One participant from social services noted:  
No it (referral process post-training) hasn’t changed because they um, once 




children, school-aged, it’s standard protocol for me to refer the kids for 
counseling, and that’s always been, you know, get their babies evaluated.  
Similarly, another social services interviewee explained how referring youth in need of 
special services was already part of her professional routine:  
I speak with every family or unaccompanied minor or youth and I make sure that 
they're getting services and a lot of that would pertain to getting therapy in 
schools and a referral would be made and knowing their rights as a young 
unaccompanied minor or parents knowing their rights as a homeless parent. And 
so you know advocating with them. I feel like it just reinforced what we are 
doing, and I know that it's helped keep it in the forefront I just don't have any 
specifics. I don't think that we have changed anything that I can think of at the 
trainings. 
4.3.2 Themes of barriers to youth accessing trauma services  
 The most commonly reported barrier to youth accessing trauma services was lack 
of coordination among services (n=5). One social services participant described that 
many clients are served by multiple systems, but that those systems do not engage with 
each other: “I think that the other piece is that in working in health welfare there is such a 
duplication, like so many clients who are involved in services in so many areas. So then 
there is a lack of collaboration between services.” A participant who works in for the 
parks and recreation sector described having a lack of knowledge of where to refer, in 
addition to not knowing when making a referral is appropriate:  
I don't think that there's any reluctance or resistance. It's the knowledge, not 




we experience children who may be homeless, but there is some resistance on the 
parents part in exposing that. There are some barriers in establishing the trust to 
know that the person needs that type of service. 
Another social services participant pointed out the inconsistency in the availability of 
trained personnel to support traumatized youth: “The barriers to these programs are more 
systemic issues, like Baltimore City schools when the kids are in the schools, maybe the 
therapist that they see isn't there, how is the school handling that.” A member of law 
enforcement reported a similar challenge with competing responsibilities that make it 
difficult to take the time to refer traumatized youth to needed treatment and services: 
“We, as police, don’t interact with them (other services), especially in Baltimore City 
because we’re on to the next crime, we’re on to the next shooting. The staffing in our 
department is falling, so everybody’s working doubles.” 
Other participants described workforce shortage as a barrier to ensuring that 
traumatized youth get referred (n=4). One social services worker emphasized the lack of 
financial resources for hiring additional staff: “It comes down to money, I need additional 
staff, I need to lower the staff to client ratio, I need to increase funding so that clients 
don’t have financial stress in addition to traumatic stress. I need to have resources out in 
the community that work with clients who have trauma.” A participant from the social 
services sector noted that even when traumatized youth are linked to the appropriate 
services, the staff shortage prevents youth from being able to access care in a timely, 
consistent manner. She explained: 
Let’s say there’s a client and they’re feeling depressed and they’re put on 




forever to have an appointment with a psychiatrist, right? Plus a counselor. And 
then they only see them sometimes once a month. You know, it’s not intensive 
enough. 
Socioeconomic constraints of traumatized youth and families themselves are key 
barriers impeding access of traumatized youth to treatment and services, according to 
some of the interviewees (n=4). One social services worker pointed out the logistical 
barrier in traumatized youth being able to access service, particularly amidst other 
familial demands: “Transportation is the biggest one. I’m looking for a therapist that will 
go into the community. Because if they are able to go to the home of the family, then 
transportation is no longer an issue nor is child care because children are home.” Another 
social services worker expanded on this point by noting a shortage of trained staff to 
assist trauma-affected youth and families:  
There are many, including agencies to which we refer clients have waitlists, lack 
of funding, and staff shortage. Also, physical access – distance & lack of 
transport. They may have a waitlist or they may not have funding or they may not 
have someone available. Like for instance, I referred a client for mental health 
services to this one professional but they were too far for them to get to, like there 
wasn’t a bus line so we had to look for something else. So it was not only access, 
it was how to get there. 
Another provider from the social services sector described the challenges that 
traumatized youth and their families face in navigating the healthcare system as a 




The medical assistance. Their coverage. Because most of them that come in have 
already been connected to a therapist and just lost contact and their name is still in 
the system with the previous agency. By the time I get ready to refer them to a 
new therapist they have to contact, it’s up to the client to contact the old therapist 
and discharge them when half the time they don’t even remember where the 
office was, who the therapist was, because they were so young. 
 
4.3.3 Themes of suggestions for improving coordination of care and referrals  
Participants proposed several solutions for how to improve traumatized youth’s 
access to appropriate treatment and services. Several participants suggested the 
development of a formalized system to link service agencies (n=6). One social services 
professional provided the following example from healthcare to illustrate this approach:  
Hopkins uses a software called EPIC and anyone who comes into the system and 
is in EPIC, their chart provides you with what services they are provided from 
what department. I don't know if the counties could do it by county. But a 
software that would let people know what services, especially for the Medicaid 
patients who are sent all over the place, wouldn't it make sense to have their 
Medicaid number in the system to show what services they're receiving and 
where, which would hold people responsible for collaborating with each other.  
Another social services worker explained that such a formalized system would allow 
agencies to learn from the best practices of other organizations that are already successful 
in supporting youth that have experienced trauma: “I would like to know because again, 




just want to see the differences they made with them.” A professional from parks and 
recreation proposed that something as basic as a directory of available providers and 
services would help her agency in linking youth with a history of trauma to treatment and 
services:  
What we were hoping that comes out of the training is a directory of services, I 
know a few organizations locally that we can refer to that are attached to a school. 
We work with a school and we work together with the school therapists that 
participants have. But we really hope that we can get a directory so that we can 
refer because we don't have those services and we aren't trained to provide those 
services. 
 A few participants emphasized the importance of educating clients about trauma 
and explained that the challenge was not solely in improving organizations’ and 
providers’ capacity to be trauma-informed, but that part of the responsibility is with the 
youth and families (n=2). One social services provider described the normalizing of 
trauma among youth and families that needs to be unlearned: “They (clients) need to be 
educated. Most of them have trauma. It’s like for them (clients), they don’t even live like 
they’ve had trauma. They just don’t see how that it’s trauma-- it’s like they’re normal.” 
Similarly, another professional from the social services sector expanded on the 
importance of educating clients about trauma since some of their clients’ actions can 
contribute to the re-traumatization of other youth and families:  
I think it would be different if clients were required to participate in services. 
Clients aren’t required to attend any services other than attended case 




building and because of their trauma and their neighbors’ trauma they are always 
fighting, I can’t require them to go get mental health treatment to deal with their 
trauma and their triggers so we’re kind of backed into a corner in that respect.  
Other participants reported the need to expand the availability of TIC training to 
all personnel who interact with youth that have experienced trauma (n=2). One social 
services participant said, “I just pray that not only people in social work still get the 
trauma-informed care, I meant everyone on the front line really should have it.” Another 
social services interviewee described the challenge in working with other staff who have 
not yet been trained in TIC and subsequently, are unable to competently address the 
needs of youth that have experienced trauma:  
Like, we have two new people and they’ve never been to where the clients reside, 
but clients come in here but they still don’t know-- they’re making assumptions or 
putting resources together for them but they don’t know how they’re living. 
 
4.4 Discussion 
 Our study highlights that providers perceived contextual factors as influencing 
whether agencies and individual providers were better able to support traumatized youth 
in accessing appropriate trauma treatment and services after participating in a TIC 
training. There is a limited number of studies that have assessed barriers and facilitators 
to TIC referrals. Moreover, to our knowledge, there has been no prior evaluation of the 
SAMHSA TIC training intervention as it relates to the former. Although youth-serving 
organizations and providers may become more trauma-informed as a result of 




coordination across systems, workforce shortage, and funding issues may make it 
difficult for agencies and individual providers to refer traumatized youth to appropriate 
services. Moreover, even when referrals are made, additional factors including 
transportation and insurance coverage may serve as structural barriers for youth and 
families to be able to access needed trauma treatments and services. 
Similar to providers, families of traumatized youth also have competing demands 
that make it difficult for traumatized youth to access the needed treatment and services. 
Some participants described the process of re-engaging youth who previously received 
treatment and services as cumbersome. More specifically, the fragmented structure of the 
healthcare system poses a challenge for youth with a history of trauma to transition from 
one provider to another, consequently delaying treatment. 
An important point raised during the interviews by a few participants, which was 
not reported in prior studies on this topic, is the concept of normalizing trauma. Given the 
high prevalence of polytrauma, as noted earlier in this paper, some traumatized youth 
come from families where experiencing traumatic events and their psychological 
sequelae is not viewed as preventable or addressable but rather is accepted as a part of 
life. The perceived inevitability of trauma and doubt about the utility of treatment may 
serve as a barrier to traumatized youth getting the help that they need in some families. 
Thus, participants suggested that youth and families should also be educated in TIC and 
encouraged to seek appropriate treatment and services. Lastly, participants brought up the 
salient point of the need to educate their colleagues in TIC. The providers who 
participated in the TIC training comprised a small percentage of all providers who 




responses indicated that training more staff may be necessary in order to shift agency 
culture and practice. Thus, it may be beneficial to provide the TIC intervention to more 
providers at each agency to produce meaningful improvements in agency referral 
practices. 
Findings from this study suggest there is great variation in organizational and 
provider capacity to provide treatment or make referrals. Some participants reported an 
increased likelihood of referrals as a result of interacting and networking with providers 
from other agencies that have the resources to adequately address the needs of 
traumatized youth. This is consistent with the only two prior quantitative studies to our 
knowledge that have examined organizational and provider factors associated with 
referrals, which also found that participants endorsed improved organizational and 
provider readiness to refer traumatized youth after participating in a TIC training 
(Kramer, 2012; Kerns, 2016). Moreover, some participants in this study described how 
the training allowed their agencies to recognize the importance of linking youth with a 
history of trauma to appropriate services, thus, influencing these organizations and 
providers to make referrals a higher priority.  
Other participants reported no change in their capacity to provide treatment or 
make referrals. Some participants explained that the training fell short of equipping 
participants with tangible resources, specifically a directory of treatment and service 
providers specialized in working with traumatized youth. Thus, while some agencies 
were able to leverage the training as an opportunity to connect with other organizations, 
other providers were still unaware of the resources that were available in the community. 




example, some participants noted the shortage of personnel trained in working with 
traumatized youth, as well as the lack of formal connections between child-serving 
systems, which made it difficult for participants to implement lessons learned from the 
TIC training to better support traumatized youth through referrals. The barriers 
highlighted by these participants are consistent with prior studies (Fraser, 2014; Lang, 
2016), which also found that factors external to the training, specifically workforce 
shortage and lack of awareness of available specialized treatment and services, were 
barriers to referring traumatized youth.  Implementation science theories (Aarons, 2011; 
Palinkas, 2008) have also highlighted the importance of considering the outer and inner 
contexts (i.e. levels) of public sector service systems in influencing the implementation 
process of novel practices. Thus, in addition to internal factors including organizational 
and individual provider characteristics, outer context factors such as inter-organizational 
networks can also support or hinder successful referral of traumatized youth. 
While some participants noted no change in youth referrals due to structural 
challenges, others explained that referring traumatized youth was already a standard 
practice at their organization. Although participants who were already familiar with both 
the importance and process of making referrals to appropriate trauma treatments and 
services may not have gleaned anything novel from the training with regards to referrals, 
it is still plausible that their participation in the training may have benefitted their less 
knowledgeable counterparts from other participating agencies in the training who may 
have learned tips and strategies for making referrals to appropriate trauma treatments and 




Although recognizing the signs of trauma and responding appropriately to 
traumatized youth are part of the basic principles of TIC, some participants still reported 
feeling unprepared to identify situations in which making a referral would be appropriate. 
Other participants explained that referrals were not consistently made at their agencies 
because engaging with other service systems was not part of their routine responsibilities, 
and there were other competing professional priorities that took precedence over referring 
traumatized youth.  
Given that the lack of communications between child-serving systems was 
reported to be a major barrier to organizations and individual providers making referrals, 
the development of a structure that formally connects these agencies and providers with 
specialists would appear to be a logical step toward improving trauma treatment access. 
Participants pointed out that the healthcare field, in which a given individual may be seen 
by multiple providers, could serve as a model for linking disparate service systems to 
more holistically address the needs of youth who have experienced trauma. While a 
sophisticated infrastructure as used in healthcare may be time- and resource-intensive to 
develop and implement, participants suggested that in the interim, a directory of 
specialists trained to address the needs of traumatized youth could be a starting point for 
helping participants be better equipped to respond adequately to traumatized youth.  It is 
also important to acknowledge that the number of specialists with expertise in working 
with traumatized urban youth is currently limited. Initiatives to increase this pool of 







 This study has some limitations. Although we attempted to recruit providers 
across all participating sectors of the TIC training for this qualitative study, those who 
volunteered were primarily from the social services sector, with a few additional 
individuals from law enforcement and other government agencies. As a result, our sample 
was not representative of all intervention participants, and we may not have captured all 
key perspectives on the TIC training. Our approach was exploratory, however, striving 
for depth of understanding and not representativeness. In addition, although the 
qualitative approach of this study provided a nuanced understanding of perceived barriers 
to making referrals, we were not able to assess whether the training had an effect on 
actual referrals made. Collecting and assessing data on referrals posed a methodological 
challenge as participants in the training represented a range of sectors, each with different 
types of referral protocols and practices. Several of the participating organizations, 
including those from law enforcement and parks and recreation, do not keep track of the 
number of traumatized youth they encounter, let alone referrals that are made to trauma 
treatment and services.  
 
4.5 Conclusion 
4.5.1 Implications for practice and policy 
 The current study has implications for practice. Findings indicate that there is 
variation in service providers’ knowledge and use of referral systems. Partnering agencies 
and individual providers more familiar with referral resources and processes can support 




In addition, although the training focused on helping youth-serving agencies and 
personnel become more trauma-informed, families can either support, or hinder 
traumatized youth from accessing services, particularly by normalizing trauma. Thus, 
there may be a need for additional trainings that focus on educating families of 
traumatized youth about the value of connecting youth to trauma treatment and services. 
Moreover, as part of youth- and family-oriented TIC trainings, there is a need for 
wraparound services that address these population’s needs, such as transportation and 
childcare, to minimize barriers that could hinder youth from getting to their appointments 
with trauma specialists.  
 The study also has implications for policy. Although TIC trainings can raise 
awareness about the importance of responding appropriately to the needs of traumatized 
youth through referrals, additional structural challenges must be addressed to create an 
effective youth referral system. Increasing the workforce specialized in working with 
traumatized youth is critical in order to address the current lack of mental health 
providers in this area. There is also a need for funding to support the development of an 
infrastructure that formally links child-serving agencies with each other. Such a system 
would not only facilitate the referral of youth to trauma treatment and services, but also 
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CHAPTER 5. DISCUSSION 
 
 This chapter presents an overview and key findings for each of the three studies. 
A description of the limitations and strengths of the dissertation follows. This chapter 
concludes with a discussion of the implications of this dissertation for public health 
policy, research and practice. 
 
5.1 Study Overviews and Key Findings 
5.1.1 A Mixed Methods Assessment of the Usefulness of Baltimore City Health 
Department’s Trauma-Informed Care Training Intervention 
 The study described in Chapter 2 examined the impact of a nine-month, trauma-
informed care (TIC) training intervention on participants’ self-reported changes in 
knowledge about trauma, attitudes towards traumatized individuals, and beliefs in 
capacity to provide referrals to trauma services. This is one of only a handful of studies 
evaluating TIC training interventions, and, to the best of our knowledge, it is the first 
formal evaluation of SAMHSA’s TIC training model. In addition, this study is only the 
second to evaluate a TIC training intervention conducted across multiple sectors, 
including agencies outside the social services sector, which has more familiarity with 
how to work with traumatized youth.  
 Overall, we found significant improvements in participants’ self-reported changes 
in knowledge about trauma and trauma-informed care principles and attitudes towards 
trauma survivors. However, there was no significant change in participants’ beliefs about 




usefulness of the TIC training were identified: the training provided a valuable 
framework for understanding TIC, useful lessons were learned from other participants, 
there is a need for outreach to upper-level management, the training lacked real-life 
applicability, and there was a lack of guidance regarding next steps. In sum, we found 
that the training program can improve knowledge and attitudes towards TIC and may 
serve as a starting point for improving providers’ capacity to work with youth that have 
experienced trauma. At the same time, certain augmentations may be needed to enhance 
the utility of training, including having upper-level management play a more active role 
in the intervention, providing booster sessions to sustain interest and improve provider 
capacity to provide TIC services, and incorporating breakout sessions during the training 
to allow for space and time for providers to share best practices with each other. 
 
5.1.2 Organizational and provider level factors in implementation of trauma-informed 
care after a city-wide training: An explanatory mixed methods assessment 
 The study presented in Chapter 3 assessed changes in organizational culture and 
provider-level quality of life, including providers’ compassion satisfaction and fatigue 
(burnout and secondary traumatic stress), after participating in the nine-month TIC 
implementation training described in Chapter 2. This study fills gaps in the literature on 
TIC by examining the impact of TIC trainings on contextual variables, including 
organization- and provider-level factors. To our knowledge, only three studies have 
evaluated both organizational and provider level factors as outcomes, all of which have 




TIC training intervention directly affects organizations and individuals providing TIC 
services across multiple service sectors. 
 There was a significant increase in participants’ reported compassion satisfaction 
as well as compassion fatigue. Additionally, four major themes related to organizational-
level and provider-level factors emerged from our review of the semi-structured 
interviews: implementation of more flexible, less punitive policies towards clients, 
adoption of a trauma-informed workplace design, heightened self-awareness of 
providers’ own traumatic stress and need for self-care, and a greater sense of camaraderie 
and empathy for colleagues. In conclusion, the findings for this study suggest that while 
providers became more aware of their own personal stress, the training contributed to an 
overall improvement in provider-level perceptions of the quality of the work 
environment, including improved interactions with their colleagues and communications 
with traumatized youth.  
 
5.1.3 Providers’ perceptions of barriers and facilitators for youth access to trauma 
services  
 The study described in Chapter 4 applied qualitative methodology to explore 
barriers and facilitators identified by providers in TIC training related to screening, 
identifying, and referring youth that have experienced trauma to appropriate treatment 
and services, as well as perceived contextual factors associated with referrals. Although 
previous studies have suggested that TIC trainings are an effective starting point for 
providers to identify and connect traumatized youth with needed treatment and services, 




youth and families and specifically focusing on a TIC training intervention targeting 
providers that work in urban communities of color. 
 Three categories of themes emerged from the qualitative interviews: 
organizational and provider capacity to provide trauma treatment or to make referrals to 
trauma-specific services, barriers to youth accessing trauma services, and suggestions for 
improving coordination of care and referrals. While some participants reported being 
more likely to refer traumatized youth to the appropriate services, others endorsed that 
the training made no difference since they either were already making referrals, or their 
respective agency still lacked the capacity to provide treatment or make referrals. 
Regarding barriers to youth accessing trauma services, the most commonly endorsed 
barriers were lack of coordination among services, workforce shortage, and 
socioeconomic constraints of traumatized youth and families. Participants suggested that 
the development of a formalized system to link service agencies, educating youth and 
families about trauma, and expanding the availability of the TIC training as potential 
solutions for improving coordination of care and referrals. These findings suggest 
possible directions for improving the TIC training intervention’s impact on youth 
outcomes, specifically developing an infrastructure that formally links child-serving 
agencies with each other, strengthening service providers’ knowledge and use of referral 
systems, and educating families of traumatized youth about the value of connecting youth 







5.2 Limitations and Offsetting Strengths 
 One of the main limitations of the studies presented in Chapters 2 and 3 is the lack 
of a randomized design or control, which limits the ability to estimate intervention 
effects. Due to funding and timeline constraints, identifying comparison individuals at 
each of the participating agencies was not feasible at the time the studies were conducted. 
The lack of uniform criteria for how training participants were recruited by their 
respective agencies is another limitation of the studies in Chapters 2 and 3, since the 
personnel that participated in the TIC training intervention may not have been 
representative of the other service providers at their respective organizations. The 
reliance on participants’ self-report raises the possibility of social desirability bias in 
Chapters 2 and 3. Additionally, the studies in Chapters 2 and 3 were underpowered to 
detect and compare differences in intervention treatment effects among the various 
service sectors that participated in the TIC training intervention.  
 A key limitation of the studies in Chapters 2, 3, and 4 is that the sample we were 
able to recruit for the semi-structured interviews was not representative of all training 
intervention participants. The political climate at the time these studies were conducted 
made it challenging to arrange and conduct interviews with other service providers from 
the training intervention, particularly participants from law enforcement. A limitation 
unique to the study in Chapter 4 is that we were unable to assess whether the training 
intervention had a direct effect on actual referrals made because the participating 
agencies differed in the sophistication of their referral tracking systems, and some 




 Limitations not withstanding, the studies presented in this dissertation have 
several strengths. The primary strengths of the studies reported in Chapters 2 and 3 are 
the methodology used and the data source. The mixed methods approach used in the 
studies presented in Chapters 2 and 3 allowed for a more nuanced understanding of the 
impact of the TIC training intervention. Additionally, the studies were strengthened by 
the diversity and cross-sector representation of the training intervention participants, 
which reflects multiple services systems that engage with trauma-affected youth in 
Baltimore City. The main strength of the study reported in Chapter 4 is the use of 
qualitative data to obtain an in-depth, holistic understanding of the factors that hinder or 
support referral of traumatized youth to appropriate treatments and services at the levels 
of the organization, service provider, and youth and families. 
 
5.3 Implications 
 Given growing interest in TIC training interventions as a means of addressing the 
high prevalence of childhood trauma nationwide, particularly in inner-cities, the findings 
reported in Chapter 2 suggest that TIC training interventions are a viable means of 
improving participants’ knowledge about trauma and attitudes towards individuals who 
have experienced trauma. TIC training interventions merit additional research attention. 
Future longitudinal studies can examine if immediate positive effects on participants’ 
knowledge and attitudes are sustained over time. Moreover, additional studies are 
warranted to assess the spillover effects the intervention may have on trainee’s colleagues 




Our study also has implications for public health practice and policy. Although 
the study suggests that the cross-sector, multi-agency design of the intervention was well 
received by participants, we also found that there was uncertainty regarding next steps 
upon completion of the training. Thus, breakout groups that allow participants to meet 
with other providers from their respective sectors to brainstorm and discuss concrete 
approaches for helping their workplace become more trauma-informed should be 
considered in future iterations of the training intervention. Last, the participation of 
service providers across several sectors from social services, law enforcement, health and 
education, and other government agencies, was made possible through the joint 
leadership of the Baltimore City Health Department and the Mayor’s Office. Thus, our 
study supports the need for city-level leadership to shift trauma practices and address 
childhood trauma in an integrated fashion.  
 The results reported in Chapter 3 add to the TIC literature by suggesting that the 
TIC training intervention also had significant effects on improving organization factors 
such as safety climate and morale and teamwork climate and collaboration, as well as 
provider-level factors, particularly compassion satisfaction. This research supports 
existing implementation science models by highlighting the importance of organizational 
culture and climate, and staff morale, as key elements for ensuring effective 
implementation of changes such as TIC policies and practices, in an organization. In 
addition, our study also supports and expands on previous research underscoring the high 
prevalence of secondary traumatic stress and burnout among service providers. Thus, 
future research assessing the impact of the TIC training intervention on providers’ own 




Moreover, in alignment with both implementation science and socio-ecological models, 
our research suggests there is a need to engage youth and families. The developers of the 
TIC training intervention should consider designing future trainings that are oriented 
towards educating youth and families about trauma. In terms of policy, the results from 
Chapter 3 suggest that the development of an incentives structure, such as allocation of 
professional credits by licensing boards, can further support organizational and provider 
implementation of TIC practices. 
 Finding from the third study (Chapter 4) support and build upon the only two 
prior studies to our knowledge that have examined organizational and provider level 
factors associated with referrals (Kramer, 2012; Kerns, 2016). Consistent with those 
studies, we also found some level of reported improvement in organizational and 
provider readiness to refer traumatized youth upon completion of a TIC training 
intervention. This study makes a unique contribution to the literature by acknowledging 
the barriers and facilitators to accessing trauma treatment and services at the level of 
youth and families. Thus, in addition to the need for youth- and family-oriented TIC 
trainings as described above, the current study also suggests the need for wraparound 
services that address the needs of traumatized youth and their families, such as 
transportation and daycare, which would otherwise hinder youth from being able to 
attend their treatment appointments and develop a therapeutic relationship with trauma 
specialists. In terms of policy implications, the results reported in Chapter 4 highlight the 
structural challenges that impede providers from being able to make successful referrals. 
Thus, not only is there a need for financial support to develop an infrastructure that 




specializing in working with traumatized youth to ensure that once a referral is made, 
youth that have experience trauma are seen in a timely manner. 
 
5.4 Conclusions 
 In summary, this research sought to advance understanding of the impact of the 
Baltimore City Health Department’s citywide, cross-sector TIC training intervention, the 
first of its kind in the nation. We sought to gain a better understanding of the usefulness 
of the training intervention for service providers from different sectors, as well as 
whether the training promoted any significant change in implementation factors, 
including organization and provider level outcomes. In addition, we were interested in 
unpacking the barriers and facilitators that providers endorsed that could either support or 
hinder traumatized youth from being able to access appropriate treatments and services. 
We found that the training intervention contributed to participants’ self-reported 
improvement in TIC-related knowledge and attitudes and enhanced organizational culture 
and provider-level compassion satisfaction. Findings from this study have important 
implications for future iterations of the training intervention, particularly the need for 
increased engagement of upper level management from the different agencies, as well as 
the involvement of youth and families. This research extends our understanding of TIC 
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- Developed policy briefs and position papers on IOM’s best practices 
in mental and psychosocial healthcare to harmonize efforts for future 
guidance and trainings of operational staff. 
 
2008-2009  Leadership Academy Health Fellow   Berkeley, CA 
   Bridges to Health Department 
   The Greenlining Institute 
- Wrote and approved for a $26K+ grant proposal to the California 
Primary Access to Care (CPAC), UC Berkeley School of Public 
Health, to conduct a qualitative research analysis of the status of 
telemedicine in addressing the health needs of California’s 
underserved populations. 
- Authored subject area briefs related to healthcare policy and health 
disparities. 
 
Summer 2008  Research Intern              San Francisco, CA 
   Chronic Diseases Program 
Asian Pacific Islander American Health Forum (APIAHF) 
- Drafted fact sheets on cardiovascular disease, cancer, obesity, and 
maternal and child health in Asian American and Pacific Islander 
communities, highlighting lack of disaggregated data on these 
populations. 
 
Summer 2006  Child Welfare Policy Intern               Washington, DC 
   Center for Law and Social Policy (CLASP) 
- Conducted literature review on federal and state child welfare 
financing reform. 
- Analyzed structural challenges in securing adequate funding for 
critical social services for foster care children. 
 
2005-2006  Independent Student Researcher        Berkeley, CA 
   Departments of Ethnic Studies and Public Health 
- Analyzed statistical and qualitative data on heart disease among Bay 
Area Filipinos. 
- Networked with healthcare providers, community leaders, and 




2016-present  Teaching Assistant     Baltimore, MD 
   Department of Mental Health 
 Johns Hopkins Bloomberg School of Public Health 
- Provide technical assistance to 70+ students enrolled in graduate-
level course, “Prevention of Mental Disorders: Public Health 
Interventions” 
 
Spring 2016  Discussion Leader     Baltimore, MD 
   Johns Hopkins Urban Health Institute 
- Led group discussion among national experts, community leaders, 
residents, and faculty and students from Baltimore colleges and 




Determinants of Health, “Race, Racism, and Baltimore’s Future: A 
Focus on Structural and Institutional Racism.” 
 
2015-2016  Guest Lecturer 
   Johns Hopkins University    Baltimore, MD 
- Developed curriculum and taught biopsychosocial framework for 
understanding trauma to 40 undergraduate students. 
 
2013-2014  Course Co-Director         Boston, MA 
   Sole Train: Boston Runs Together 
- Created and provided logistic oversight for CEU- and PDP-
accredited Holistic Health Leadership course, including examination 
and evaluation material, for 35 adult volunteers who serve as mental 
health service providers and/or educators for Boston Public Schools. 
 
Summer 2013  Head Health and Wellness Instructor              Washington, DC 
   Asian American LEAD 
- Designed and taught health and wellness curriculum to 40 low-
income elementary school students. 
- Coordinated service project to raise awareness about public health 
challenges including violence and childhood obesity in urban 
communities. 
 
Aug. 2012-Jun. 2013 Volunteer Lead Trainer                       San Salvador, El Salvador 
   International Brain Education Association 
- Coordinated and led mindfulness training as a means of building 
capacity and self-esteem of children from war-town, impoverished 
communities. 
- Applied Spanish proficiency skills to facilitate field-based research 
assessing the impact of mindfulness in improving the psychosocial 
well-being of 300+ program participants. 
  
2006-2007  Volunteer ESL Instructor                      Washington, DC 
   Social Justice and Community Services Committee 
   Cathedral of St. Matthew the Apostle 
- Taught English as a Second Language to working class immigrants. 
 
2006-2007  Volunteer Science and Health Instructor             Washington, DC 
   General Education Development (GED) Preparation Program 
Academy of Hope 
- Created and implemented program’s first integrated Science and 
Health curriculum emphasizing the sociobiological implications of 
health disparities. 
- Engaged educationally and financially disadvantaged immigrants in 
discussions on women and minorities in science and medicine. 
 
2005-2006  Writing Instructor     Berkeley, CA 
   UC Berkeley Biology Scholars Program (BSP) 
- Designed curriculum for program’s first writing workshop series in 








May 2015-Dec. 2015 Special Assistant to Deputy Health Commissioner  Baltimore, MD 
   Division of Youth Wellness and Community Health 
Baltimore City Health Department 
- Led survey development and preliminary evaluation of the Health 
Department’s Healing Baltimore: Trauma-Informed Care intervention 
with 1000+ government agency employees and nonprofit 
professionals.  
- Facilitated communication across local government agencies, 
community organizations, and direct youth service providers engaged 
in trauma-informed practices. 
- Collaborated with Health Department and Behavioral Health Systems 
Baltimore staff to coordinate citywide trauma-informed care trainings 
and ongoing trauma-informed care implementation forums. 
- Partnered with Health Department and Behavioral Health staff to 
design webpage that communicates information regarding efforts and 
initiatives to increase trauma-informed practices in Baltimore. 
 
2013-2014  Associate Director           Boston, MA 
   Sole Train: Boston Runs Together 
- Conducted qualitative research and analysis of program’s efforts to 
enhance resilience among at-risk urban through a community-based 
mentorship and noncompetitive, long-distance running program. 
- Managed community building events and race logistics for 150+ 
program participants. 
- Implemented mindfulness-based curriculum for 130+ adolescents, 
including justice-involved youth.  
 
2008-2009  Student Services Coordinator            San Francisco, CA 
   Level Playing Field Institute      
- Served as primary advisor for first-generation college students in 
STEM (Science, Technology, Engineering, Math) courses at UC 
Berkeley. 
- Designed and directed a one-on-one mentorship program connecting 
underrepresented students at UC Berkeley with graduate students and 
working professionals in Business, Law, and Medicine. 
 
2008-2009  Online Blog Contributor        Berkeley, CA 
   Young People For, People for the American Way   
- Contributed weekly online posts with a focus on the relationship 
between social justice and the health field, including the social root 
causes of health disparities. 
 
2006-2007  Program Analyst                           Washington, DC 
   Veteran Health Administration 
   U.S. Department of Veterans Affairs (VA) 
- Spearheaded quantitative analysis of national dataset to develop 
patient selection criteria for solid organ transportation. 





- Conducted utilization cost analysis and provided briefings on risks and 
benefits of surgical robotics to technical and non-technical audiences. 
 
Mar. 2005-Sept. 2005 Department of Prevention Intern           San Francisco, CA 
   Youth Leadership Institute 
- Led collaborative effort with the San Francisco Department of Public 
Health to study the efficacy of the California STAKE (Stop Tobacco 
Access to Kids Enforcement) Act in curbing tobacco sales to underage 
minors. 
- Co-facilitated media literacy discussions on the use of race, class, 
gender, and sexuality in alcohol ads. 
 
Fall 2003 Clinica de la Raza Bilingual Health Education Intern            Oakland, CA 
   UC Berkeley Health and Medicine Apprenticeship Program 
- Collaborated with non-profit healthcare professionals to promote 
health education and prevention in low-income Latino communities. 
- Co-facilitated workshop series on adolescent health, substance abuse, 
and nutrition-related topics to 70 middle school students. 
 
LEADERSHIP AND MENTORING EXPERIENCE 
 
2016-present  Mentor                  Washington, DC 
   Young People For (YP4), People For the American Way 
- Serving as a volunteer mentor working with two YP4 Fellows in 
one-on-one sessions that guide them through goal setting, 
network/relationship-building, and the creation of a Blueprint for 
Social Justice to address racial/ethnic health disparities. 
 
2016-present  Mentor                  Washington, DC 
   Catholic Charities Welcome Home Reentry Program 
- Serving as a volunteer mentor for women returning to the 
community after a period of incarceration. 
     
2014-present  Mentor                  Washington, DC 
   Truman Scholars Association 
- Serving as a volunteer mentor for Truman-Albright Mentors Fellows 
interested in health policy and/or public health. 
 
2013-2014  Mentor             Boston, MA 
   Boston Athletic Association 
- Trained and completed half-marathon with group of 25 inner-city 
youth and adult volunteers. 
 
2009-2010  Mentor             Boston, MA 
   Judge Baker Children’s Center: The Manville School 
- Served as a volunteer mentor for an African-American female 
adolescent with clinical depression and anxiety. 
 
Spring 2007  Volunteer Trainer and Walk Participant              Washington, DC 
   Avon Foundation Breast Cancer Crusade 




- Raised over $2500 to support breast cancer screenings and education 





Aug. 2014-Aug. 2016 Johns Hopkins Bloomberg School of Public Health  Baltimore, MD 
Department of Health Policy and Management 
-  Certificate in Health Finance and Management 
 
Summer 2015  Columbia University School of Public Health    New York, NY 
   Epidemiology and Population Health Summer Institute  
- Specialized tutorial in Assessing Neighborhoods in Epidemiology 
 
Summer 2004  Yale University School of Medicine   New Haven, CT 
   Minority Medical Education Program 
- Completed coursework in Genetics, Physiology, and Communications 
 
Spring 2007   Edward Tufte Presenting Data and Information         Washington, DC 
   - Specialized tutorial on visual design and display of quantitative data 
 
Summer 2003  Universidad Complutense    Madrid, Spain  
   Institute of International Education (IIE) Osher Travel Abroad Program 




Fluent in English, Spanish, and Tagalog (Filipino) 
 
